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Treatment  of  Asphyxia  Neonatorum 

A Clinical  Study  Based  Upon  an  Expression  of  Opinion  Received  from  the 
Professor  of  Obstetrics  of  Sixty-three  American 
and  Canadian  Medical  Schools 


The  matter  which  follows  is  noted  from 
personal  communications  received  from  the 
following  universities  and  medical  schools  : 

Albany  Medical  College 
University  of  Alberta  Faculty  of  Medicine 
Baylor  University  College  of  Medicine, 
Texas 

Boston  Lying-In  Hospital 
Boston  University 

University  of  Buffalo  School  of  Medicine 
University  of  Cincinnati  College  of  Medicine 
University  of  Colorado  School  of  Medicine 
Dalhousie  University  Faculty  of  Medicine, 
Halifax,  1ST.  S. 

Duke  University  School  of  Medicine 
Emory  University  School  of  Medicine 
College  of  Medical  Evangelists 
George  Washington  University  School  of 
Medicine 

Georgetown  University  School  of  Medicine 
University  of  Georgia  School  of  Medicine 
University  of  Illinois  College  of  Medicine 
Indiana  University  School  of  Medicine 
State  University  of  Iowa  College  of  Medicine 


Johns  Hopkins  University  Medical  School 
University  of  Kansas 
Long  Island  College  of  Medicine 
Louisiana  State  University  Medical  Center 
Marquette  University  School  of  Medicine, 
Indiana 

University  of  Maryland  School  of  Medicine 
Meharrv  Medical  College,  Tennessee 
University  of  Michigan  Medical  School 
University  of  Minnesota  Medical  School 
University  of  Mississippi  School  of  Medicine 
University  of  Montreal  Faculty  of  Medicine 
University  of  Nebraska  College  of  Medicine 
New  York  Hospital 

New  York  University  College  of  Medicine 
University  of  North  Dakota  School  of 
Medicine 

Northwestern  University  Medical  School, 
Hlinois 

Ohio  State  University  College  of  Medicine 
University  of  Oklahoma  School 
University  of  Pennsylvania  School  of 
Medicine 
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University  of  Pittsburgh  (E.  S.  Magee 
Plospital) 

Jefferson  Medical  College  of  Philadelphia 
(Penn.  Hospital) 

Queen’s  University  Faculty  of  Medicine 
University  of  Rochester  School  of  Medicine 
University  of  Southern  California  School  of 
Medicine 

Medical  College  of  the  State  of  South 
Carolina 

University  of  South  Dakota  School  of 
Medicine 

Stanford  University  School  of  Medicine 
St.  Ixniis  University  School  of  Medicine 
Syracuse  University  College  of  Medicine 
Temple  University  School  of  Medicine,  Pa. 
University  of  Toronto  Faculty  of  Medicine 
Tufts  College  Medical  School,  Mass. 

Tulane  University  of  Louisiana  School  of 
Medicine 

University  of  Utah  School  of  Medicine 
Vanderbilt  University  School  of  Medicine, 
Tenn. 

University  of  Vermont  College  of  Medicine 
University  of  Virginia  Department  of 
Medicine 

Medical  College  of  Virginia 
Wake  Forest  College  School  of  Medical 
Sciences 

Wayne  University  College  of  Medicine 
University  of  Western  Ontario  Medical 
School 

University  of  Manitoba  Faculty  of  Medicine 
(Winnipeg  General  Hospital) 
University  of  Wisconsin  Medical  School 
Woman’s  Medical  College  of  Pennsylvania 
Yale  University  School  of  Medicine 

In  1938,  a survey  was  begun  to  determine 
the  policy  and  the  practice  which  the  obstet- 
rical teaching  centers  of  the  United  States 
and  Canada  employ  in  the  treatment  of  as- 
phyxia neonatorum.  Contact  was  made,  car- 
ried on  and  completed  as  follows : 

A copy  of  the  last  annual  report  was  se- 
cured from  every  medical  school. 

A personal  letter  was  written  to  the  Pro- 
fessor of  Obstetrics  of  each  school  requesting 
the  following  information : 

(a)  A review  of  methods  now  in  use  in 
the  treatment  of  asphyxia  neonatorum. 


(b)  A statement  relative  to  research  un- 
der way. 

(c)  A reaction  to  a suggested  outline  pro- 
posing a new  classification  of  the  stages  of 
asphyxia  and  the  treatment  indicated. 

Below  is  the  form  suggested  as  the  basis 
for  the  rational  treatment  of  asphyxia  neona- 
torum. 

The  following  stages  of  asphyxia  are  recog- 
nized as  applying  to  Asphyxia  of  the  New- 
born : 

1.  Stage  of  Depression. 

2.  Stage  of  Spasticity. 

3.  Stage  of  Flaccidity. 

Physical  Signs  Accompanying 
Stages  of  Asphyxia 
Depressed: 

Baby  does  not  breathe  well. 

Tendency  to  duskiness  or  recurring 
cyanosis. 

Respiration  free,  but  slow  and  irregular.  - 

Spastic: 

Irregular,  gasping  or  shallow  respiration 
occurring  at  long  intervals. 

Marked  cyanosis  of  mucus  membranes, 
with  blotching  of  skin  or  general 
pallor. 

The  baby’s  gums  close  on  the  gloved  fin- 
ger tip. 

There  is  reflex  reaction  to  suction  of  the 
pharynx,  such  as  movement  of 
facial  muscles  or  extremities. 

If  pharynx  is  exposed,  pharyngeal  reflex 
is  sluggish  or  active  and  the  glottic 
reflex  is  active. 

Froth  or  fluid  present  in  the  mouth  and 
pharynx. 

Flaccid: 

Respiration  occurs  at,  long  intervals,  or 
cannot  be  demonstrated. 

Cyanosized  or  pallid. 

Complete  flaccidity  of  the  musclature. 
All  muscle  tone  gone. 

Jaw  completely  relaxed. 

No  resistance  to  suction  or  exposure  of 
the  pharynx. 

Fluid  is  found  in  the  hypo-pharynx. 

Apex  beat  may  or  may  not,  be  demon- 
strable. 
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Indications  for  Relief  of  Physical 
Signs 

On  delivery,  routine  toilet  should  he  prac- 
ticed, including  immediate  suction,  correct 
posture,  and  heat  to  the  body. 

Indications  for  relief  of  1st  stage: 

Depression:  Administration  of  oxygen 
and  COo  pending  confirmation  of 
diagnosis  of  the  cause  of  depression. 
Heat  supplied  to  the  body  and  cor- 
rect posture  maintained. 

Indications  for  relief  of  2nd  stage: 

Spasticity : Relieve  obstruction  to  free 
respiration  by  suction  and  other- 
wise. Provide  oxygen  and  C02  so 
that  it  may  reach  the  glottis.  Ap- 
ply artificial  heat  and  postural 
treatment. 

Note:  Artificial  respiratory  obstruction 
may  be  easily  induced  by  the  slight- 
est pressure  on  the  baby’s  face 
which  tends  to  depress  the  lower 
jaw. 

Indications  for  relief  of  3rd  stage: 

Flaccidity : Eliminate  complete  respira- 
tory obstruction  which  has  occurred 
as  the  result  of  flaccidity  of  airway 
by  lifting  the  tongue  from  contact 
with  the  soft  palate  and  pharynx. 
Examine  the  pharynx,  remove  fluid 
present  by  suction.  Examine  the 
glottis.  If  the  vocal  cords  are  re- 
laxed and  silent,  introduce  suction 
tube.  Follow  tracheal  suction  by  in- 
sufflation of  oxygen  and  C02  under 
controlled  pressure  for  measured 
periods.  On  the  first  appearance  of 
spontaneous  respiration,  follow  this 
newly  established  respiratory  rhythm 
with  stimulating  doses  of  oxygen 
C02  through  a tracheal  tube.  When 
reflexes  return,  discontinue  insuf- 
flation and  provide  oxygen  C02  by 
inhalation,  employing  correct  pos- 
ture and  heat.  Insufflation  may  be 
accompanied  by  hypodermic  or  in- 
travenous medication,  directed  to 
stimulation  of  the  respiratory 
center. 


Comment: 

Signed : 

As  a result  of  the  request  and  two  follow- 
up letters  addressed  to  fifty  and  twenty-nine 
universities  respectively,  sixty-eight  replies 
were  received.  Five  of  these  sixty-eight  uni- 
versities offered  only  a two-year  theoretical 
course,  reducing  the  total  available  response 
to  the  obstetrical  services  of  sixty-three  medi- 
cal schools. 

Since  the  outline  submitted  offers  a com- 
mon ground  for  discussion,  it  will  be  of  in- 
terest to  break  this  down  as  follows : 

General  approval  and  disapproval  by 
states. 

Reaction  to  specific  details  by  states  in- 
cluding matter  suggested  by  correspondence 
not  included  in  the  outline  and  deserving  of 
emphasis.  (Key  number  noted  below  refers 
to  particular  state.) 

The  following  special  references  are  noted 
and  quoted  references  follow : 

Use  of  Carbon  Dioxide. 

Use  of  Aspiration. 

Use  of  Heat. 

Use  of  Intravenous  and  Alpha  Lobelin. 
Lumbar  Puncture  and  the  Use  of  Whole 
Blood  Injection. 

Mouth  to  Mouth  Insufflation. 

Drugs  for  Respiratory  Stimulation. 

The  Position  of  the  Baby  After  Delivery. 

The  Use  of  Intracardiac  Injections. 

The  Use  of  Indirect  Intubation  and  Suction. 
Prochownick’s  Method  of  Artificial  Respira- 
tion. 

The  Use  of  Indirect  Intubation  and  Insuffla- 
tion. 

The  Relation  of  Intracranial  Pressure  to 
Asphyxia. 

The  Post-operative  Observation  of  the  Baby. 
The  Cause  of  Atelectasis. 

The  Circulation  of  Information  to  the  Gen- 
eral Profession. 

Obstruction  by  Pressure  on  the  Baby’s  Face. 
The  Use  of  Mechanical  Devices — E & J, 
Flagg,  Kreiselman. 

Research  Now  Under  Way. 

Reference  to  Euthenasia. 

The  Use  of  Sedatives  in  Obstetrics. 
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States  and  Key  Numbers: 

California,  4,  5,  6 
Colorado,  7 
Connecticut,  8 
Washington,  D.  C.,  9,  10 
Georgia,  12,  13 
Illinois,  15,  18 
Indiana,  19 
Iowa,  20 
Kansas,  21 
Louisiana,  23,  24 
Maryland,  25,  26 
Massachusetts,  27,  29 
Michigan,  30,  31 
Minnesota,  32 
Mississippi,  33 
Missouri,  35 
Nebraska,  38 

New  York,  40,  41,  42,  43,  46,  47 

New  Mexico,  4,  8 

North  Carolina,  50,  51 

North  Dakota,  52 

Ohio,  53,  55 

Oklahoma,  56 

Pennsylvania,  59,  60,  61,  62,  63 

South  Carolina,  64 

South  Dakota,  65 

Tennessee,  67,  68 

Texas,  69 

Utah,  71 

Vermont,  72 

Virginia,  73,  74 

Wisconsin,  76 

Delaware,  77 

Alberta,  Canada,  78 

Winnipeg,  79 

Halifax,  N.  S.,  80 

Kingston,  Canada,  81 

London,  Canada,  82 

Toronto,  Canada,  83 

Montreal,  Canada,  85 

Conclusions  which  may  be  drawn. 

General  Approval  and  Disapproval 
of  Outline 

Eight,  universities  objected  to  the  outline 
proposed  for  the  following  reasons : 

Considered  incomplete. 

Raised  the  question  whether  first  and  sec- 
ond stages  were  asphyxia. 

Maintained  that  cerebral  hemorrhage  oc- 
curred before  asphyxia. 


Attention  should  be  directed  to  prevention 
rather  than  treatment. 

Attention  should  be  directed  to  causes,  se- 
dation and  anesthesia. 

Suggests  that  the  outline  be  limited  to  two 
stages. 

No  practical  advantage. 

Seven  universities  made  no  comment. 
Eorty-eight  universities  specifically  ap- 
proved the  outline  as  submitted : 

thoroughly  in  accord  with  your  classifi- 
cation and  treatment.  I follow  the  same  treat- 
ment in  teaching.”  62 
“A  good  summary.”  50 
“I  am  in  complete  accord  with  treatment 
as  outlined.”  48 

“Simple,  sane,  conservative.”  12 
“Concur  in  idea  presented.  Seems  ex- 
tremely sound.  Would  like  reprint.”  13 
“Data  as  outlined  meets  in  every  detail 
with  observation  and  treatment  carried  out  in 
our  institution.”  23 

“Have  gone  over  whole  outline  with  mem- 
bers of  my  staff  and  we  feel  that  it  is  entirely 
correct.  I am  taking  the  liberty  of  retaining 
a copy  for  the  information  of  our  various 
residents  and  internes.”  24 

Certainly  the  Importance  of  Establishing 
Generally  Accepted  Principles  Covering  the 
Routine  Treatment  of  Asphyxia  Neonatorum 
is  Urgently  Necessary. 

“I  thought  so  highly  of  your  outline  for  the 
rational  treatment  of  Asphyxia  Neonatorum 
that  I am  keeping  it  in  my  files  on  this  sub- 
ject.” 38 

“We  feel  that  the  brief  outline  suggested 
as  a fundamental  approach  to  the  treatment 
of  Asphyxia  Neonatorum  is  a good  one,  es- 
pecially because  of  its  simplified  classifica- 
tion.” 43 

“I  agree  with  your  questionnaire  as  a 
whole.  I think  the  dissemination  of  such  in- 
formation in  uniformity  of  treatment  will  be 
of  great  benefit  in  combating  fetal  mortality.” 
51 

“A  very  good  statement  of  present  day 
knowledge  referable  to  asphyxia  of  the  new- 
born.” 79 

“I  would  personally  compliment  you  on 
this  simple  and  very  rational  classification 
and  method  of  treatment  which  you  have  out- 
lined for  the  asphyxia  of  the  newborn.  I like 
your  classification  so  well  that  I think  I will 
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adopt  it.  The  form  of  treatment  outlined  is 
very  similar  to  what  we  have  been  using  for 
the  past  few  years  and  have  been  highly  de- 
lighted with  the  results.  Again  let  me  con- 
gratulate you  on  this  splendid  contribution  on 
such  an  important  subject.”  82 

Reaction  to  Specific  Details 

The  Use  of  Carbon  Dioxide  in  Resuscita- 
tion. 

A difference  of  opinion  exists  regarding 
the  benefit  to  be  derived  from  the  use  of  car- 
bon dioxide  as  a respiratory  stimulant. 

Since  objection  to  the  use  of  this  gas  is 
voiced  by  a relatively  small  but  important 
minority,  these  opinions  are  quoted.* 

Ten  of  the  sixty-three  universities  respond- 
ing definitely  object  to  the  use  of  carbon 
dioxide.  The  following  statements  are  on  file 
as  opposed  to  the  use  of  C02 : 

“We  do  not  believe  in  the  use  of  C02  mix- 
tures in  the  resuscitation  of  newborn  infants, 
since  the  asphyxiated  infant  is  more  than 
saturated  with  C02  and  is  suffering  from 
oxygen  lack.”  1 

“I  am  dubious  as  to  the  wisdom  of  using 
C02.”  9 

“I  agree  heartily  with  the  above  (outline) 
except  for  the  use  of  C02.  We  feel  that  pure 
oxygen  is  preferable  when  artificial  respira- 
tion is  necessary.  There  is  much  experimen- 
tal evidence  to  support  this  condition.”  10 

“We  do  not  believe  in  the  use  of  C02.”  18 

“If  the  infant  is  apneic,  it  is  felt  that  C02 
is  contra-indicated,  regardless  of  whether  the 
depression  of  the  respiratory  center  may  be 
due  to  drugs,  anoxia  or  to  excess  C02  alone  or 
together.”  13 

“In  hearty  accord  with  your  efforts  if  we 
except  the  C02  question.”  25 

“I  note  that  you  include  in  your  recommen- 
dations the  employment  of  carbon  dioxide 
and  oxygen ; and  to  the  use  of  the  former  gas, 
as  you  know,  I cannot  agree.”  25 

“I  still  feel  there  is  some  question  whether 
oxygen  alone  is  not  better  than  oxygen  C02.” 
42 

“Only  comment  we  had  to  offer  was 
whether  C02  should  be  administered  with 

* The  appearance  of  a new  book  dealing  with  the 
problem  entitled  “Adventures  in  Respiration”  by 
Dr.  Yandell  Henderson,  Williams  & Wilkins  Press, 
may  serve  to  clarify  the  situation. 


oxygen  in  the  state  of  flaccidity.”  43 

“We  do  not  make  use  of  the  combination 
of  oxygen  and  C02.”  76 

On  the  other  hand,  fifty-three  universities 
or  eiglity-four  per  cent  specifically  approve 
or  voice  no  objection  to  the  outline  approving 
the  use  of  carbon  dioxide. 

The  Use  of  Aspiration  or  Suction 

If  there  is  one  point  in  the  treatment  of 
Asphyxia  Reonatorum  in  which  there  is  al- 
most universal  agreement  (one  exception  re- 
ports) this  is  the  removal  of  fluid  or  other 
foreign  matter  from  the  airway  of  the  new- 
born infant.* 

Rot  only  is  there  unanimity  of  opinion 
relative  to  the  value  of  suction,  eighteen  uni- 
versities having  called  attention  to  this,  but 
a variety  of  methods  are  employed  to  accom- 
plish this  purpose.  A widely  used  method  of 
removing  fluid  from  the  trachea  and  pharynx 
is  the  so-called  Stripping  technic  in  which  the 
baby  is  suspended  by  the  feet  and  the  trachea 
is  massaged  towards  the  mouth.  Suction  ap- 
plied by  the  surgeon’s  mouth  through  a cathe- 
ter fitted  with  a glass  recepticle  is  common 
practice. 

“We  make  sure  that  the  air  passages  are 
cleared  before  any  attempt  is  made  at  arti- 
ficial respirations.  As  soon  as  the  baby  is 
born  the  escape  of  mucus  and  liquor  amnii 
is  encouraged  by  suspending  the  baby  by  its 
legs.  At  the  same  time  the  pharynx  is  cleared 
by  suction,  using  a rubber  ear  syringe  which 
is  sterilized  and  included  in  the  delivery 
kit.”  1 

“We  use  gentle  cleansing  of  the  mouth  and 
posterior  pharynx  by  oral  suction  with  a soft 
rubber  tube.”  13 

“Our  management  of  asphyxia  neonatorum 
includes  immediate  emptying  of  pharynx  of 
mucus  and  fluid  by  tracheal  catheter.”  18 

“We  use  a built-in  suction  apparatus  at- 
tached to  the  bassinet  which  can  be  adjusted 
for  weak  suction  making  possible  thorough 
aspiration  of  mucus  without  danger  of  dam- 
aging the  delicate  epithelium  of  the  posterior 
pharynx  and  larynx.”  25 

“We  aspirate  mucus  from  the  nose  and 
mouth  with  ear  bulb  syringe  as  soon  as  head 

* It  will  be  recalled  that  this  view  was  generally 
ignored  ten  years  ago. 
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is  visible,  milk  down  the  trachea  as  soon  as 
the  head  is  born.  If  necessary,  introduce 
tracheal  catheter  and  aspirate  mucus  from 
trachea  placing  child  on  table  with  head  held 
over  edge.  We  feel  that  plugging  with  secre- 
tion of  the  bronchial  tree  and  aspirated 
mucus  is  one  of  the  commonest  causes  of 
respiratory  difficulties,  and  we  use  every  ef- 
fort to  relieve  this  condition.”  38 

“We  consider  among  the  procedures  of 
greatest  value  in  the  therapy  of  asphyxia 
neonatorum  clearing  the  mouth  and  throat  of 
mucus.”  67 

“The  general  emphasis  on  suction  and 
tracheal  catheters  bothers  me.  All  of  these 
methods,  including  the  use  of  carbon  dioxide 
and  oxygen,  doubtless  have  a very  valuable 
place  but  I foresee  new  difficulties  on  the 
basis  of  their  promiscuous  use.”  30 

Less  Usual  Is  the  Following  Practice 

“As  the  clinical  procedure  for  resuscitation 
I stress  the  freeing  of  the  air  passages  of  all 
mucus  and  secretions.  I use  a blowing  tech- 
nic that  I have  perfected  through  many 
years  rather  than  the  aspiration  catheter, 
though  some  of  my  students  prefer  the  lat- 
ter.” 55 

Use  of  Heat 

Obstetrical  clinics  over  the  country  are  be- 
coming thoroughly  heat  conscious  and  employ 
this  in  the  treatment  of  asphyxia  neonatorum. 
Twenty-two  universities  consider  the  applica- 
tion of  heat  to  the  child’s  body  of  sufficient 
importance  to  stress  this  point  in  their  re- 
plies. Among  these  comments  we  quote  the 
following : 

“We  have  a very  high  premature  death  rate 
here.  We  cut  it  last  year  over  the  year  before 
from  sixty-three  to  fifty-two  per  cent,  mainly 
I think  by  maintaining  the  body  heat  from 
time  of  birth  to  that  of  arrival  at  the  hands 
of  the  pediatricians.”  13 

“It  would  seem  advisable  to  stress  more 
thoroughly  the  need  for  maintaining  body 

heat In  severe  cases  we  rely  largely 

on  preserving  body  heat  through  the  use  of 
hot  tubs.”  20 

“Of  the  two  single  procedures  which  we 
feel  are  of  greatest  value  in  the  therapy  of 
asphyxia  neonatorum  we  would  select  aspira- 


tion of  mucus  and  the  application  of  heat.” 
67 

“The  maintenance  of  body  heat  cannot  be 
overemphasized.”  5 

“In  your  outline  no  statement  is  made  as 
to  how  heat  is  to  be  applied  to  the  body  or 
what  the  degree  of  temperature  should  be.”  1 

“Promptly  after  delivery  the  baby  is 
wrapped  in  a sterile,  dry,  warm  blanket.”  69 

“Every  endeavor  is  made  to  keep  the  child 
as  warm  as  possible.  We  do  not  use  the  hot 
and  cold  bath  but  sometimes  the  baby  is  put 
in  a warm  bath,  leaving  only  the  face  exposed 
while  C02  and  oxygen  or  occasionally  mouth 
to  mouth  insufflation  is  tried.”  79 

“We  should  handle  a baby  with  extreme 
gentleness  and  maintain  the  baby  in  a warm 
temperature.”  76 

“The  maintenance  of  body  heat  is  often 
forgotten  until  too  late.”  40 

“Wherever  I have  any  foreknowledge  of 
possible  asphyxia  I have  a warm  bath  ready 
so  that  the  baby  can  be  put  in  it  the  moment 
it  is  born.  This  means  in  effect  that  whenever 
I put  on  forceps — no  matter  how  low — wher- 
ever I have  a breech,  or  any  other  abnormal 
presentation — whenever  the  labor  has  been 
jn'otracted  in  a tight-fitting  pelvis — wherever 
there  are  signs  of  a failing  fetal  heart,  the 
bath  is  ready  and  waiting  to  receive  the  baby. 
I feel  very  strongly  that  this  is  the  most  vital 
part  of  my  treatment. 

“I  do  not  see  the  sense  in  resuscitating  a 
baby  that  is  going  to  die  a few  hours  or  a few 
days  later  because  its  body  heat  has  been 
allowed  to  fall  too  far  in  the  first  half  hour 
after  birth,  and  I therefore  feel  that  my  main 
criticism  of  the  scheme  you  lay  down  is  the 
neglect  to  stress  this  most  important  point. 
I would  not  only  put  it  before  all  your  other 
steps,  but  I would  put  it  in  the  largest  capi- 
tals you  have.  And  what  is  more,  I would 
like  to  stress  the  point  that  the  bath  should  be 
ready  and  waiting  when  the  baby  is  born.”  80 

Intravenous  Medication 

Reference  is  made  by  fourteen  correspond- 
ents to  experience  in  the  use  of  intravenous 
medication  with  special  reference  to  alpha 
lobelin. 

“Am  persuaded  that  alpha  lobelin  into  the 
umbilical  vein  is  of  a valuable  help.  There 
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seems  to  be  some  difference  re  use  but  I am 
convinced  that  after  ten  years’  use  of  it  that 
it  does  the  trick  in  a certain  percentage  of 
cases.”  80 

“We  resort  to  the  administration  of  oxygen 
C02  under  controlled  pressure  for  a measured 
period.  The  percentage  of  C02  being  five  per 
cent.  Should  this  method  fail  to  resuscitate 
the  infant,  alpha  lobelin  is  then  administered, 
one  twentieth  grain  injected  into  the  umbili- 
cal vein  as  prescribed  by  Dr.  Robert  A.  Wil- 
son of  ISTew  York  City.”  23 

“We  are  under  the  impression  that  alpha 
lobelin  is  of  value  in  the  second  and  third 
stage.”  6 

“If  the  baby  is  doing  badly,  lcc  of  alpha 
lobelin  is  injected  into  the  cord  vein  before 
the  baby  is  cut  off.”  74 

“In  those  cases  in  which  there  is  respira- 
tory failure  we  use  alpha  lobelin.”  15 

“In  cases  of  delayed  respiration  we  inject 
alpha  lobelin  or  coramine  directly  into  the 
vein  of  the  umbilical  cord  and  milk  it  towards 
the  baby’s  abdomen.  We  are  not  sure  that 
these  drugs  are  of  any  value  but  we  are  of  the 
opinion  that  they  do  help  in  initiating 
respiration.”  24 

“I  believe  that  there  may  be  some  value  in 
the  addition  of  alpha  lobelin  or  metrazol  in 
certain  cases.”  31 

“We  give  alpha  lobelin  in  the  hope  of  stim- 
ulating respiration.”  38 

“Occasionally  alpha  lobelin  is  injected 
into  the  umbilical  cord  and  then  gradually 
milked  into  the  circulation  as  needed.”  1 
“Would  urge  caution  in  the  use  of  hypo- 
dermic or  intravenous  respiratory  stimulants 
unless  cardiac  stimulants  are  also  available. 
This  applies  particularly  to  alpha  lobelin.”  52 
“Most,  if  not  all,  drugs  used  to  stimulate 
respiration  are  valueless.  Certainly  we  have 
found  this  true  of  alpha  lobelin.”  40 

“I  have  yet  to-  see  a single  baby  benefitted 
by  the  intramuscular  or  intravenous  injection 
of  drugs.”  21 

“I  do  not  believe  that  intravenous  medica- 
tion is  practical  except  through  intra  cardiac 
injection  or  into  longitudinal  sinus.”  18 
“Between  the  years  1925  and  1927  I used 
alpha  lobelin  routinely  in  the  treatment  of 
asphyxia  neonatorum  but  stopped  after  hav- 
ing lost  two  infants  from  convulsions  and  I 


have  reason  to  believe  that  they  were  the  re- 
sult of  alpha  lobelin.  Autopsies  showed  no 
organic  causes  for  these  convulsions.  You 
will  note  that  even  enthusiastic  authors  admit 
that  alpha  lobelin  produces  opisthotonus.”  25 

“I  am  not  convinced  that  some  of  the 
respiratory  stimulants,  such  as  alpha  lobelin, 
are  valuable.”  18 

The  Use  of  Lumbar  Puncture  Is 
Referred  to  as  Well  as  the  Injec- 
tion of  Whole  Blood  to  Reduce 
Cerebral  Hemorrhage 

“If  we  suspect  intracranial  hemorrhage 
we  usually  employ  lumbar  puncture  with  the 
administration  of  whole  blood  into  the  but- 
tocks of  the  baby.”  76 

“The  clotting  time  on  the  baby  is  taken 
and  if  over  five  minutes  by  our  method  the 
baby  is  given  an  injection  of  lOcc  of  blood 
to  try  to  control  cerebral  hemorrhage  because 
that,  we  believe,  is  a very  common  cause  of 
asphyxia.”  74 

“At  times  we  practice  a spinal  or  cistern 
puncture  hoping  by  that  to  relieve  pressure 
on  the  vital  centers.  There  is  some  difference 
of  opinion  particularly  on  the  part  of  the 
pediatrician  as  to  the  advisability  of  this  pro- 
cedure but  I personally  feel  that  at  times  a 
baby  has  been  saved  by  spinal  or  cistern  tap- 
ping at  this  time.”  24 

Mouth  to  Mouth  Insufflation  Is  Well 
Established  and  Generally 
Recognized 

This  is  especially  useful  where  mechanical 
methods  have  not  been  adopted  or  are  not 
available. 

One  of  our  correspondents  refers  to  this 
technic  in  no  uncertain  terms. 

“Mouth  to  mouth  insufflation  properly 
used  is  much  more  valuable  than  any  machine 
yet  devised.”  40 

“If  simple  apparatus  is  not  available  we 
employ  mouth  to  mouth  insufflation  covering 
the  baby’s  mouth  with  gauze,  holding  the  nose 
to  prevent  reflux  and  extending  the  head  in 
order  to  establish  a free  airway.”  24 

“We  are  still  employing  mouth  to  mouth 
insufflation.  I am  acquainted  with  several 
drawbacks  of  this  method  but  it  possesses  a 
great  advantage  of  requiring  no  apparatus 
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and  being  available  on  a moment’s  notice. 
Our  staff  are  given  instructions  in  regard  to 
the  force  of  breath  equivalent  to  14  cm  of 
water  and  are  urged  never  to  exceed  it.”  25 
‘‘I  lay  more  stress  than  you  apparently  do 
to  mouth  to  mouth  breathing  and  to  artificial 
respiration  by  compressing  and  relaxing  the 
thorax  with  the  babe  held  in  the  inverted 
position,  the  head  resting  on  the  table  to  pre- 
vent extension.”  55 

“It  might  be  noted  that  when  pure  C02  is 
not  available  mouth  to  mouth  respiration  is  a 
substitute  of  some  value  if  properly  done.”  83 

A Number  of  Institutions  Employ 
Drugs  for  Respiratory  Stimulation 

“Metrazol  may  help.  We  are  proceeding 
slowly  with  our  experiments  with  this  drug.” 
40 

“Cor amine  and  caffine  are  occasionally 
used.”  8 

“I  have  not  seen  any  wonderful  results  by 
hypodermic  injections.”  27 

“Our  experience  with  drug  medication  has 
not  been  very  good  and  consequently  we  use 
it  rarely. 

“Adrenalin,  alpha  lobelin  and  cor  amine 
are  rarely  employed  except  in  very  severe 
asphyxia  where  the  results  of  our  adminis- 
tration are  not  particularly  good.”  20 

“We  employ  alpha  lobelin  and  adrenalin 
injected  directly  into  the  musculature  of  the 
heart  as  a measure  of  last  resort.”  67 

“We  rarely  use  hypodermics  as  respiratory 
stimulants.”  69 

The  Position  in  Which  the  Newborn 
Baby  Is  Placed  After  Delivery  Is 
Considered  of  Importance 
by  a Number  of  Our 
Correspondents 

“It  would  seem  advisable  to  define  correct 
posture.”  20 

“I  would  state  definitely  what  you  believe 
to  be  the  correct  posture  in  which  these  in- 
fants should  be  placed.”  46 

“I  feel  that  the  correct  posture  should  be 
explained  for  those  unfamiliar  with  it.”  51 
“The  child  is  kept  on  its  right  side  imme- 
diately after  suction.”  59 

“Immediately  after  delivery  the  infant  is 


maintained  in  a posture  with  the  head  slight- 
ly below  the  level  of  the  body.”  61 

Intracardiac  Injection  for  Resuscita- 
tion Is  Recommended  as  a 
Last  Procedure 

“Adrenalin  is  injected  into  the  right 
auricle  if  cardiac  arrest  is  present.”  13 

“Intracardiac  administration  of  adrenalin 
is  reserved  for  desperate  cases.”  18 

Spanking,  Tubbing  in  Hot  and  Cold 
Water  and  Holding  by  the 
Feet  Are  Referred  to 

“We  still  conform  to  some  of  the  older 
methods,  thumping  of  the  soles  of  the  feet 
gently  and  a mild  or  brisk  rubbing  of  the 
back  of  the  child  while  in  the  vertical  posi- 
tion.” 23 

“Avoid  suspension  by  the  feet  if  cerebral 
hemorrhage  is  suspected.”  38 

Indirect  Intubation 

Indirect  intubation  by  manual  palpation 
accompanied  by  suction  according  to  the 
method  of  de  Lee  is  widely  practiced  as  may 
be  noted  from  the  fact  that  it  is  referred  to 
by  seventeen  universities.  We  quote  a num- 
ber of  these  comments : 

“If  cardiac  action  does  not  improve,  trach- 
eal catheter  is  introduced  and  suction  made, 
removing  all  fluid  from  the  upper  respiratory 
tract.”  18 

“We  also  aspirate  mucus  from  the  pharynx 
but  rarely  resort  to  tracheal  catheterization.” 
20 

“If  respiratory  efforts  are  made  and  it  is 
apparent  that  air  is  not  entering  the  lungs, 
the  trachea  is  cleared  with  an  intratracheal 
catheter  according  to  the  de  Lee  method.”  24 

“We  do  not  have  any  instruments  except 
the  tracheal  catheter  for  clearing  the  pas- 
sages.” 27 

“The  creation  of  a clear  air  passage,  if  pos- 
sible, is  absolutely  necessary  and  can  be  ac- 
complished in  the  great  majority  of  cases 
without  the  use  of  a tracheal  tube.  The  use 
of  the  latter  by  other  than  the  most  experi- 
enced is  dangerous.  Rarely  do  we  find  it 
necessary.”  40 

“We  recommend  blind  passage  of  intra- 
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tracheal  catheter  with  index  finger.  Laryn- 
goscope never  found  necessary.”  67 

“We  use  a catheter  attached  to  a glass 
mucus  trap  for  sucking  the  mucus  out  of  the 
air  passages.”  69 

“We  have  a tracheal  catheter  if  ordinary 
suction  does  not  seem  sufficient.”  79 

“I  have  found  that  my  house  staff  can  be 
easily  taught  to  introduce  a soft  rubber  cath- 
eter into  the  trachea  under  the  sense  of 
touch.”  1 

“The  general  emphasis  on  tracheal  suction 
and  catheters  bothers  me.  I am  inclined  to 
believe  that  inexperienced  and  unqualified  in- 
dividuals will  in  time  do  considerable  harm 
if  they  become  enthusiastic  about  such  pro- 
cedures.” 30 

PROCHOWHICK’S  METHOD  of  arti- 
ficial respiration  is  referred  to  by  two  uni- 
versities although  the  method  is  undoubtedlv 
practiced  by  many  schools. 

“I  would  suggest  the  inclusion  of  Prochow- 
nick’s  method  of  resuscitation  in  the  first  and 
second  stages."  48 

“In  most  cases  we  find  that  cleansing  the 
throat  of  mucus  and  applying  gentle  rhyth- 
mic pressure  over  the  chest  with  the  newborn 
held  by  its  feet  and  the  head  extended  (Pro- 
chownick’s  method)  will  resuscitate  most  of 
the  asphyxia  cases  in  the  stages  of  depression 
and  spasticity.”  67 

Direct  Intubation 

Direct  exposure  of  the  larynx  by  laryngo- 
scope according  to  the  Chevalier  Jackson 
method  of  intubation  and  suction  and  insuffla- 
tion as  recommended  by  Elagg  are  both  con- 
demned and  approved. 

“I  believe  that  examination  of  the  pharynx 
and  glottis  which  requires  the  use  of  a suit- 
able piece  of  apparatus  is  beyond  the  ability 
of  the  average  physician,  largely  because  he 
does  not  possess  such  a piece  of  equipment.”  1 

“I  fail  to  see  when  an  inspection  of  the 
glottis  has  anything  to  do  with  the  treatment 
of  these  cases.  While  we  do  not  have  one, 
there  is  a bronchoscope  in  use  for  premature 
infants  that  is  inserted  by  sight  due  to  the 
fact  that  the  premature  baby’s  throat  is  so 
small  that  it  is  almost  impossible  without  do- 
ing a great  amount  of  harm  to  insert  the 
tracheal  catheter  in  the  usual  manner.  After 


insertion  of  this  bronchoscope  the  catheter  is 
passed  through  it  into  either  bronchii.  This 
is  exceptionally  useful  in  the  treatment  of 
premature  infants.  It  requires  no  great 
amount  of  training  for  its  use.”  15 

“I  do  not  believe  inspection  of  the  larynx 
and  the  vocal  cord  are  practical  in  the  aver- 
age delivery  room  during  delivery  by  an  in- 
terne, general  practitioner  or  obstetrician.” 
18 

“We  tried  the  bronchoscope  but  on  the  rec- 
ommendation of  the  pediatric  section  we  have 
discontinued  anything  which  would  cause  an 
inflammatory  action.”  27 

“Close  at  hand  in  each  delivery  room  are 
the  E & J respirator  and  the  Flagg  respirator. 
The  Flagg  apparatus  is  used  routinely  when 
spastic  obstruction  is  present  and  the  E & J 
respirator  and  Flagg  apparatus  are  applied 
when  necessary  and  air-way  is  often  used 
with  the  E & J.”  59 

“All  treatment  is  stopped  when  the  reflexes 
return  and  when  respiration  is  established 
and  in  those  which  falter,  constant  observa- 
tion and  administration  of  C02  and  oxygen 
are  given  at  measured  intervals.  In  addition, 
I am  giving  our  figures  compiled  by  the  Chief 
of  the  Pediatric  Staff  over  a period  of  seven 
years.  These  were  15,488  deliveries  and  944 
baby  deaths,  a fetal  mortality  of  6.1%  and  a 
corrected  fetal  mortality  of  2.6%  ; there  were 
4,062  private  cases  and  98  baby  deaths  or 
2.4%  with  corrected  fetal  mortality  of 
.98%.”  59 

“I  personally  am  convinced  that  it  is  sel- 
dom necessary  or  advisable  to  invade  the 
trachea  with  a metal  tube  and  apply  strong 
mechanical  suction.”  63 

“We  use  the  Flagg  apparatus  and  like 
it.”  7 

Asphyxia  and  Cerebral  Hemorrhage 

There  is  much  difference  of  opinion  con- 
cerning the  sequence  in  which  asphyxia  and 
cerebral  hemorrhage  take  place.  The  opinion 
is  repeatedly  expressed  that  intracranial  hem- 
orrhage occurs  independently  of,  or  is  the 
cause  of,  asphyxiation. 

“One  of  the  most  important  factors  to  de- 
termine in  this  whole  subject  is  the  relative 
importance  of  the  asphyxia  as  the  cause  of 
death  or  some  other  condition,  such  as  cere- 
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bral  hemorrhage,  which  produces  the  as- 
phyxia. The  present  statistics  on  asphyxia! 
death  in  the  newborn  are  absolutely  worth- 
less. We  are  showing  that  twenty-five  per 
cent  of  the  neonatal  deaths,  if  carefully  au- 
topsied,  are  due  to  cerebral  hemorrhage.  It  is 
probable  that  no  amount  of  management  of 
the  asphyxia  will  greatly  influence  the  out- 
come in  these  cases.”  18 

“Any  discussion  of  asphyxia  in  my  opinion 
should  not  fail  to  take  into  account  the  fact 
that  many  babies  delivered  instrumentally 
are  really  suffering  from  intracranial  hemor- 
rhage which  may  be  the  main  factor  in  the 
case.'  This  is  particularly  true,  of  course,  as 
regards  difficult  forceps  delivery  or  breech  ex- 
traction. Of  course  premature  babies  are  par- 
ticularly liable  to  intracranial  hemorrhage. 
We  have  even  noticed  this  complication  in 
some  babies  delivered  by  caesarian  section. 
Some  of  these  can  be  explained  by  the  fact 
that  the  mother  had  been  in  labor  for  a con- 
siderable time  before  the  section  was  per- 
formed, with  pressure  of  the  fetal  head  above 
the  pelvic  brim.  For  others,  no  other  explana- 
tion seems  to  be  forthcoming.”  24 

“I  might  say  that  I have  become  intensely 
interested  in  the  late  effects  of  asphyxia  re- 
sulting in  cerebral  anoxemia.  Our  interest 
has  been  particularly  aroused  by  work  of 
Schriber,  Journal,  Michigan  State  Medical 
Society,  Feb.,  1938,  as  to  the  possible  late  end 
results  in  infant  suffering  from  this  condi- 
tion.” 31  ; 

“The  pallid,  flaccid  type  of  asphyxia  will 
rarely  respond  to  treatment  even  if  it  does, 
the  eventual  outcome  is  doubtful  since  most 
of  these  babies  have  suffered  intracranial 
hemorrhage.”  40 

“The  most  difficult  problem  is  to  determine 
whether  one  is  dealing  with  asphyxia  alone 
or  intracranial  hemorrhage.”  42 

“I  am  convinced  that  the  picture  described 
under  stage  three  is  in  the  vast  majority  of 
instances  associated  with  an  underlying  intra- 
cranial hemorrhage.”  46 

“In  the  few  cases  in  which  asphyxia  does 
occur  we  believe  that  the  first  efforts  should 
be  made  to  determine  whether  there  is  intra- 
cranial damage  or  not.  If  we  suspect  the 
former  we  usually  employ  lumbar  puncture 
and  the  administration  of  whole  blood  into 
the  buttocks  of  the  baby.”  7 6 


“It  is  my  opinion  that  some  cases  of  still 
birth  following  the  flaccid  type  and  not  com- 
ing to  autopsy  are  really  due  to  intracranial 
injury.”  83 

“Experience  in  numerous  autopsies  have 
demonstrated  that  the  cause  of  asphyxia  is  a 
large  or  a small  cerebral  hemorrhage.”  85 

Post-Operative  Observation 

An  important  factor  in  the  treatment  of 
neonatal  asphyxia  is  continuous  post-opera- 
tive observation  of  the  baby.  This  point  is 
referred  to  as  follows  : 

“Would  suggest  specific  instructions  for 
observation  for  some  hours  after  birth.”  50 

“Constant  observation  is  recommended.” 
59 

Atelectasis 

A reference  dealing  with  atelectasis,  an 
extremely  interesting  and  important  problem 
in  connection  with  asphyxia  is  noted. 

“One  group  of  cases  of  asphyxial  deaths 
which  particularly  concerns  me  are  those 
babies  born  spontaneously  or  by  caesarian 
section  which  appear  normal  at  birth,  cry 
lustily,  are  a good  color  when  sent  to  the 
nursery,  who  within  a few  hours  develop  a 
cyanosis  and  respiratory  difficulty  and  who 
die  apparently  from  this  cause.  Post-mortem 
in  these  cases  shows  marked  atelectasis.  This 
degree  of  atelectasis  probably  did  not  exist 
shortly  after  birth.  Why  it  developed  I have 
not  determined.  I am  sending  a group  of 
newborns  to  the  X-Ray  Department  for  lung 
pictures  in  order  to  throw  some  light  on  the 
expansion  of  the  air  sacks  in  the  first  few 
hours  of  life.”  18 

General  Information  to  Be 
Disseminated 

A number  of  our  correspondents  feel  that 
it  is  desirable  that  certain  general  informa- 
tion should  be  widely  circulated.  Specific 
recommendations  are  noted  as  follows : 

“To  spread  broadcast  the  technic  of  some 
relatively  simple  program  such  as  you  recom- 
mend is  most  commendable  ; and  efforts  along 
this  line  should  be  pushed,  it  seems  to  me,  as 
much  as  possible.”  25 

“Would  like  to  see  you  eliminate: 

1.  Ancient  resuscitation  methods  from 
modern  textbooks. 
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2.  Those  awful  resuscitation  basins  from 
delivery  rooms. 

3.  Haphazard  hypodermic  cardiac  stimu- 
lation. 

4.  Intracardiac  injection. 

5.  Routine  holding  up  of  babies  by  feet. 

6.  Alpha  lobelin.”  41 

“Suggestions : 

1.  I feel  that  the  correct  posture  should 
be  explained  for  those  unfamiliar  with  it. 

2.  Call  attention  to  certain  don’ts ; such 
as,  Do  not  manipulate  or  strike  the  baby  too 
vigorously  in  attempting  stimulant  or  respira- 
tion. 

3.  Use  tracheal  tubes  with  caution.”  51 

“The  reader  is  specifically  referred  to  the 
results  of  a questionnaire  suggested  by  the 
Chicago  Board  of  Health."  67 

“Frankly  it  seems  to  me  that  in  such  a re- 
port the  emphasis  should  be  placed  on  preven- 
tion rather  than  cure.  I am  convinced  that  if 
proper  obstetric  diagnosis  and  care  employed 
together  with  good  judgment  in  the  use  of 
analgesic  and  anesthetic  agents  there  would 
be  very  little  need  for  the  active  treatment  of 
asphyxia  neonatorum.  Furthermore,  auscula- 
tion  of  the  fetal  heart  in  the  second  stage  of 
labor  with  judicious  control  of  the  oxygen 
and  carbon  dioxide  content  of  the  mother  will 
render  the  number  of  asphyxiated  babies  so 
small  that  there  will  be  little  opportunity  to 
put  into  practice  means  of  treating  asphyxia 

I am  firmly  of  the  opinion  that  this 

is  where  the  emphasis  should  be  placed  and  it 
seems  to  me  one  of  the  most  neglected  phases 
of  modern  obstetrics.”  76 

Pressure  on  Lower  Jaw 

The  importance  of  obstructing  the  baby’s 
airway  by  making  pressure  upon  the  lower 
jaw  with  a mask  is  noted. 

“We  emphasize  as  you  do  that  artificial 
respiratory  obstruction  may  be  easily  induced 
by  the  slightest  pressure  on  the  baby’s  face 
which  tends  to  depress  the  lower  jaw.”  5 

“Keep  the  baby’s  lower  jaw  well  forward.” 
15 

“If  the  note  under  Indications  for  Relief 
of  2nd  Stage*  implies  that  artificial  respira- 
tory obstruction  is  frequently  induced  by  the 


slightest  pressure  on  the  baby’s  face  which 
tends  to  press  the  lower  jaw,  I must  disagree, 
since  in  my  experience  the  overwhelming  ma- 
jority of  these  cases  respond  to  the  passage 
of  a tracheal  catheter  in  the  usual  manner 
which  necessitates  inserting  the  finger  in  the 
mouth  and  pressing  the  lower  jaw.  I feel  that 
the  danger  in  attempting  not  to  clear  the 
upper  pharynx  is  greater  than  the  danger  of 
producing  artificial  respiratory  obstruction  in 
these  cases.”  18 

Specific  Apparatus 

Since  specific  references  to  apparatus 
known  by  name  are  made  in  a number  of 
cases  we  note  these  references  : 

“We  had  one  of  the  first  Drinker  respira- 
tors that  was  made  but  have  disposed  of  it, 
since  we  did  not  find  it  of  any  benefit.  The 
difficulty  seems  to  be  that  the  machine  operat- 
ing at  a regular  rate  of  speed  could  not  be 
adjusted  to  the  respirations  of  an  infant 
which,  as  you  know,  are  extremely  irregular 
at  birth.”  1 

“The  use  of  the  small  Drinker  respirator 
has  been  helpful  in  the  relief  of  the  third 
stage  of  asphyxia.”  6 

“The  using  of  various  mechanical  respira- 
tors, such  as  the  Drinker  apparatus  and 
others,  may  prove  of  value  when  available.” 
18 

“In  some  cases  especially  as  regard  prema- 
ture babies  we  have  employed  the  Drinker 
apparatus  and  feel  that  we  have  occasionally 
saved  a baby’s  life  in  this  way.”  24 

“As  to  the  use  of  methods  of  resuscitation, 
permit  me  to  say  that  in  addition  to  the  usual 
methods  of  artificial  respiration  we  also  have 
the  Drinker  respirator.  I am  sorry  to  say 
that  the  mechanical  respirators  which  we 
have  used,  and  we  have  probably  used  each 
one  of  them  as  they  have  appeared  and  been 
discarded,  we  have  not  been  greatly  impressed 
by  them.  We  have  found  these  machines  val- 
uable only  in  maintaining  the  respiration 
after  breathing  has  been  established.”  32 
“We  have  practically  given  up  the  Drinker 
respirator  and  use  it  only  for  those  cases 
which  continue  to  have  respiratory  difficulty, 
namely  atelectasis  and  weak,  puny  infants 
whose  respiration  falters  while  in  the  nursery 
and  in  the  early  days  of  their  existence.”  59 
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“If  breathing  does  not  begin  immediately 
the  infant  is  placed  in  a Drinker  respirator 
and  is  given  artificial  respiration  continu- 
ously until  the  normal  rate  of  respiration  is 
inaugurated  or  until  death  takes  place.  This 
is  indicated  by  periodic  examination  of  the 
heart  sounds.  During  the  treatment  in  the 
respirator  a face  mask  covers  the  infant’s  face 
and  it  is  permitted  to  breathe  a mixture  of 
carbon  dioxide  and  oxygen.  The  treatment  is 
the  same  regardless  of  the  apparent  degree  of 
asphyxia.”  61 

“We  recommend  the  Foregger  or  Drinker 
respirator  for  artificial  respiration  in  the 
hospital.”  67 

“We  have  been  using  the  E & J resuscita- 
tor  for  the  past  six  years.  We  feel  quite  cer- 
tain that  we  have  saved  one  life  and  possibly 
two  or  three  others  during  that  time.”  21 
“Close  at  hand  in  each  delivery  room  are 
the  E & J respirator  and  the  Flagg  respira- 
tor.” 59 

“We  use  the  E & J resuscitator  which  has 
given  excellent  satisfaction.”  63 

“In  extreme  cases  the  Kreiselman  machine 
is  used.”  1 

“The  Kreiselman  apparatus  is  obviously 
suitable  only  for  hospital  use.”  25 

“We  have  been  using  the  Kreiselman  ap- 
paratus for  the  past  two  years  in  the  treat- 
ment of  asphyxia  neonatorum.  It  seems  to  us 
to  supply  the  four  main  desiderata,  proper 
posture,  aspiration  of  mucus,  the  delivery 
of  oxygen  under  measured  pressure  and 
warmth.”  25 

Reference  Is  Made  to  Researches 
in  Asphyxia  Neonatorum 
Now  Under  Way 

“Our  assistant  pediatrician  is  conducting 
a somewhat  extensive  piece  of  research  on 
exchange  of  gases  through  the  placenta.”  1 
“Research  under  way : Determination  and 
comparison  of  maternal  oxygen  tension  to 
fetal  oxygen  tensions  when  Barbiturate  and 
Hyoscine  Amnesia  employed  in  delivery.”  13 
“Studies  in  intra-uterine  respiration  and 
the  effect  of  various  types  of  anesthesia  on 
this  phenomenon.  We  have  been  hoping  to 
get  under  way  a study  dealing  with  the  effi- 
cacy of  various  methods  of  insufflation  in 
producing  expansion.  This  would  have  to  be 


carried  out  on  stillborn  infants  and  presents 
certain  technical  difficulties  which  we  have 
thus  far  not  been  able  to  circumvent.”  25 
“At  present  we  are  undertaking  an  inves- 
tigation bearing  directly  upon  the  problem  of 
asphyxiation.  Earlier  in  the  year,  however, 
we  carried  on  some  unpublished  clinical  ex- 
periments on  the  effect  of  morphine  adminis- 
tration to  the  mother  in  labor.  As  a result  of 
this  work,  we  are  more  than  ever  persuaded 
that  morphine  rarely  has  any  harmful  effects 
and  that  it  has  unjustly  developed  a bad  repu- 
tation as  an  agent  likely  to  produce  fatal 
asphyxia.  It  is  likewise  the  opinion  of  the 
staff  that  any  possible  morphine  effect  on  the 
baby  is  rarely,  if  ever,  fatal.”  20 

“Children  whose  mothers  have  had  some 
form  of  analgesia  during  labor  seem  more 
prone  to  develop  cerebral  anoxia.  We  think 
that  possibly  this  may  be  due  to  a lowering 
of  the  metabolic  rate  during  labor  under  that 
which  we  would  normally  expect  in  a woman 
without  analgesia,  and  we  are  attempting  now 
to  set  up  a normal  by  taking  metabolic  rates 
on  patients  actually  in  labor  without  anal- 
gesia.” 31 

“A  report  on  infant  autopsies.”  46 

One  Reference  Is  Made  to  What 
Might  Be  Referred  to  as  Eutha- 
nasia in  Asphyxia  Neonatorum 

“Sometimes  I wonder  how  justified  we  are 
in  stressing  procedures  for  resuscitating  ba- 
ilies. If  we  assume  that  the  more  severe 
grades  of  asphyxia  are  commonly  associated 
with  intracranial  lesions  there  is  certainly 
some  doubt  as  to  whether  these  babies  should 
be  saved.  Certainly  when  there  is  definite 
evidence  of  intracranial  hemorrhage  it  may 
be  better  for  everyone  concerned  if  they  are 
permitted  to  die  peacefully,  rather  than  to 
make  them  burdens  to  themselves  and  to  their 
community.  Ho  doubt  you  have  given 
thought  to  the  hard-boiled  philosophy  in  such 
a suggestion.”  20 

Sedatives  to  Mother 

Indirect  reference  to  sedatives  given  the 
mother  have  already  been  noted.  However, 
the  following  comments  stress  the  situation 
directly. 
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“We  feel  that  it  is  important  not  to  give 
morphine  to  the  mother  in  the  last  three  or 
four  hours  of  labor,  fearing  that  it  will  de- 
press the  baby’s  respiratory  center.  Conse- 
quently we  do  not  employ  it  previous  to  the 
performance  of  caesarian  section.  We  do  not 
feel  that  the  barbiturates  which  are  so  widely 
employed  at  the  present  time  when  properly 
administered  give  any  particular  difficulties 
in  regard  to  the  resuscitation  of  the  baby. 
Ether  when  given  to  the  surgical  degree  does 
appear  to  effect  the  baby  to  some  extent  but 
it  has  never  done  so  to  an  alarming  degree  in 
our  experience.  We  never  employ  it  in  an 
operative  obstetric  case  except  when  we  are 
unable  to  obtain  a skilled  anesthetist  or  when 
apparatus  is  not  available,  such  as  is  the  case 
in  obstetrics  performed  in  the  home.  Our 
preference  is  for  ethylene  oxygen  as  an  ob- 
stetrical anesthetic.”  24 

“First,  while  asphyxia  neonatorum  will 
always  be  with  us,  I wonder  if  we  haven't  got 
the  cart  a bit  ahead  of  the  horse  in  emphasiz- 
ing asphyxia  when  perhaps  we  might  be 
placing  the  emphasis  on  the  factors  which 
produce  asphyxia  with  particular  reference  to 
over-sedation.”  30 

“I  am  impressed  by  the  fact  that  the  con- 
duct of  the  labor  and  the  use  of  drugs  for 
relieving  the  pains  of  labor  are  large  factors 
in  asphyxia.  I feel  that  there  should  be  a 
special  investigation  of  the  cases  in  which  the 
various  drugs  have  been  applied  in  the  pro- 
duction of  so-called  painless  labor.  I think 
that  one  of  the  objections  to  the  indiscrimin- 
ate use  of  such  drugs  for  the  relief  of  pain  is 
reprehensible,  and  in  any  research  on  this 
problem  this  should  be  a prominent  feature.” 

OXj 

“It  is  my  belief  that  the  two  predominant 
causes  of  asphyxia  neonatorum  are:  First 
and  foremost,  injudicious  and  unwise  at- 
tempts at  analgesia  and  anesthesia ; and  sec- 
ondly, the  inordinate  amount  of  operative 
deliveries  that  are  done  in  the  country  as  a 
whole.  The  two  subjects  are  so  intimately 
interrelated  that  it  is  usually  impossible  to 
separate  them.  In  other  words,  excessive 
drug  therapy  of  various  kinds  is  being  em- 
ployed which  so  interferes  with  the  normal 
process  of  labor  as  to  render  operative  deliv- 
ery more  or  less  the  rule.  For  example,  just 
recently  I heard  a prominent  obstetrician 


connected  with  a well-known  medical  society, 
in  which  he  advocated  large  doses  of  nem- 
butal. He  admitted  that  the  dosage  was  so 
great  that  it  was  necessary  to  complete  the 
delivery  by  forceps  in  almost  every  instance. 
I cannot  help  but  believe  that  these  two  fac- 
tors are  responsible  for  the  large  incidence 
of  asphyxia  neonatorum. 

“Our  practice  here  is  to  give  our  patients 
as  much  relief  in  labor  as  we  can  consistent 
with  the  normal  progress  of  labor  and  this  we 
accomplish  in  the  first  part  of  the  first  stage 
by  the  use  of  heroin ; in  the  latter  part  of  the 
first  stage  and  throughout  the  second  stage  the 
use  of  intermittent  nitrous  oxide  oxygen, 
maintaining  the  oxygen  at  a high  level,  es- 
pecially for  the  few  moments  before  the  birth 
of  the  baby.  Of  course,  we  have  to  vary  our 
technic  with  the  individual  patient,  but  I 
have  outlined  the  management  of  the  average 
case  on  our  hands.  The  result  is  that  labor  is 
not  unduly  prolonged,  operative  incidence  is 
not  increased,  and  rarely  is  it  necessary  for  us 
to  use  artificial  means  to  establish  normal 
respiration. 

“I  would  not  have  you  believe  from  the 
above  that  we  are  entirely  satisfied  with  our 
methods  of  pain  relief  in  labor.  While  I wish 
we  could  afford  more  relief  to  our  patients 
than  they  now  obtain,  and  I believe  that  the 
day  will  come  when  that  will  be  possible,  I 
am  satisfied  that  we  are  not  jeopardizing  the 
baby’s  welfare  and  neither  are  we  increasing 
our  incidence  of  operative  deliveries.”  76 

“I  am  also  impressed  with  the  fact  that  the 
conduct  of  the  labor  and  the  use  of  drugs  for 
relieving  the  pains  should  be  a special  inves- 
tigation of  the  cases  in  which  the  various 
drugs  have  been  applied  in  the  production  of 
so-called  painless  labor.  I think  that  one  of 
the  objections  to  the  indiscriminate  use  of 
such  drugs  for  the  relief  of  pain  is  reprehen- 
sible, and  in  any  research  on  this  problem  this 
should  be  a prominent  feature.”  32 

“We  use  no  pituitary  extract  during  labor. 
We  use  no  scopolamine  and  no  barbiturates. 
For  twenty-five  years  it  has  been  well  ac- 
cepted that  30%  of  all  babies  born  in  twilight 
sleep  labors  show  some  degree  of  asphyxia. 
Fritz  Irving’s  article  on  the  barbiturates  some 
two  years  ago  showed  exactly  the  same  fig- 
ures (30%).  Without  making  a careful  sur- 
vey of  our  own  results,  it  is  my  opinion  that 
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we  do  not  have  more  than  3%,  including  the 
complicated  as  well  as  the  uncomplicated 
asphyxia.  I think  it  is  high  time  that  the 
American  Medical  profession  should  receive 
a scathing  denunciation  of  twilight  sleep  and 
all  similar  procedures.  It  seems  to  me  that 
your  committee  is  in  an  excellent  position  to 
render  a real  service  of  this  sort.  The  only 
defense  that  I have  ever  heard  a physician 
give  for  the  use  of  such  procedures  is  that 
they  were  “Business  getters.”  21 

Note:  Endotracheal  intubation  and  suc- 

tion may  be  said  to  be  practiced  by  two  dis- 
tinct schools.  The  first  employs  palpation  and 
blind  intubation.  It  corresponds  to  the  tech- 
nic popularized  by  Joseph  O’Dwyer  in  his 
treatment  of  diphtheria  fifty  years  ago.  The 
second  employs  direct  vision  by  the  use  of  a 
laryngoscope  and  corresponds  to  the  technic 
employed  by  Chevalier  Jackson  in  per  oral 
endoscopy.  Endotracheal  suction  is  indicated 
and  should  be  practiced  only  in  advanced 
spasticity  and  flaccidity.  In  spasticity  suc- 
tion may  be  necessary  to  relieve  glottic  ob- 
struction from  mucus  or  amniotic  shreds.  In 
flaccidity  tracheal  fluid  may  demand  removal. 
It  is  difficult  to  remove  shreds  of  mucus  or 
pools  of  fluid  which  cannot  be  seen.  It  is  an 
entirely  non-traumatic  procedure  to  laryngo- 
scope and  intubate  a flaccid  baby. 

Exposure  of  the  field  and  treatment  under 
direct  vision  in  the  case  of  asphyxia  neona- 
torum will  very  likely  follow  the  course  pur- 
sued in  the  case  of  diphtheria  where  blind 
intubation  has  given  way  to  direct  methods 
as  familiarity  with  the  structures  involved 
and  the  technic  employed  becomes  generally 
understood. 

Comments 

The  foregoing  material  is  exceedingly 
significant  because  of  the  extraordinary  edu- 
cational influence  which  it  represents.  The 
directors  of  the  leading  obstetrical  services 
in  the  United  States  and  Canada  have,  by 
their  thoughtful  response  to  the  queries 
addressed  to  them,  indicated  a nation-wide 
interest  in  the  problem  of  Asphyxia  Neona- 
torum. The  writer,  in  assembling  and  pre- 
senting the  material,  is  merely  co-relating 
the  position  of  leading  teaching  centers  on 
the  subject.  He  has  in  this  capacity  at- 
tempted to  report  the  statements  of  record 


without  unduly  emphasizing  those  factors 
which  might  be  of  particular  interest  to  him. 

In  commenting  upon  the  conclusions  to  be 
drawn,  he  has  attempted  to  bring  to  a focus 
points  of  acceptance  and  differences  which 
are  sharply  marked.  He  has  taken  the 
liberty  to  add  notes  based  on  his  clinical 
experience  in  this  field. 

Returning  to  the  general  outline  as  a focal 
point  about  which  conclusions  may  conven- 
iently be  assembled,  the  following  facts  may 
be  noted : 

The  outline  presenting  the  stages  of 
asphyxiation,  including  the  physical  signs 
characteristic  of  each  stage,  have  been  found 
acceptable  by  more  than  eighty  per  cent  of 
the  universities  contacted.  In  view  of  this 
approval  and  acceptance  by  the  leading  med- 
ical centers  of  the  country,  is  it  too  much 
to  hope  that  the  medical  literature  dealing 
with  this  subject  may  adopt  this  classifica- 
tion for  common  usage  ? 

Turning  to  the  indications  for  and  the 
specific  method  employed  for  the  treatment 
of  each  stage,  we  find  that  the  common  prac- 
tice exhibits  differences  of  opinion. 

The  first  and  the  most  important  point  of 
discussion  is  in  connection  with  the  third 
stage  of  asphyxia,  flaccidity. 

The  point  is  taken  by  some  that  the  stage 
of  flaccidity  formerly  referred  to  as  Asphyxia 
Pallida  is  primarily  shock,  which  may  have 
no  relation  to  asphyxiation  but  is  closely 
associated  with  cerebral  hemorrhage.  Per- 
haps this  point  may  be  illuminated  by  pro- 
posing the  question  “what  physical  signs 
follow  the  stage  of  spasticity  ?”  In  asphyxia 
from  other  etiological  causes,  the  picture 
presented  by  the  stage  described  as  flaccidity 
supervenes.  We  find  this  in  asphyxia  from 
submersion,  from  anesthetic  accidents,  etc. 
The  test  of  this  condition  lies  in  treatment. 
The  writer  has  personally  treated  the  flaccid 
newborn  infant  with  nothing  but  artificial 
respiration  by  endotracheal  insufflation  and 
relieved  the  condition,  rescuing  the  child.* 

Closely  allied  to  this  problem  is  that  of 
cerebral  hemorrhage  in  the  newborn.  Many 
schools  favor  the  theory  that  cerebral  hem- 

* See  “Asphyxia  Treatment  in  the  Adult  and  in 
the  Newborn.” — Archives  of  Otolaryngology,  12:23- 
30,  1930. 
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orrhage  is  caused  by  instrumental  delivery 
and  antedates  asphyxia. 

Faced  with  intracranial  hemorrhage  in  the 
baby  delivered  by  caesarian  section,  this 
theory  offers  no  explanation. 

While  the  clotting  time  of  the  blood  is 
noted  and  checked  by  lumbar  puncture  in 
some  clinics,  no  reference  has  been  sub- 
mitted concerning  a prothrombin  deficiency 
and  the  use  of  Vitamin  K in  the  mother 
before  delivery. 

From  the  mechanical  point  of  view,  the 
theory  that  intracranial  hemorrhage  is  mere- 
ly an  expression  of  increased  venous  pressure 
due  to  asphyxiation  provides  a reasonable 
explanation  for  the  intracranial  hemor- 
rhage which  occurs  without  trauma,  i.  e., 
caesarian  delivery.  The  frequency  of  intra- 
cranial hemorrhage  in  the  premature,  in 
which  the  thin-wall  blood  vessels  are  more 
liable  to  rupture,  may  also  be  explained 
from  this  point  of  view.  The  clinical  picture 
of  asphyxia  neonatorum  in  the  stage  of  spas- 
ticity requires  little  imagination  to  extend 
the  ecchvmosis  mottling  of  the  skin  to  a cere- 
bral site  where  it  cannot  be  seen  but  where 
its  effects  may  prove  fatal  and  appear  in 
later  life  as  mental  derangements.  The  work 
of  Schriber  which  has  been  referred  to  in 
this  connection  is  of  much  interest. 

Impinging  upon  the  clinical  picture  of 
intracranial  hemorrhage  is  that  demonstrated 
by  ante-  or  neonatal  atelectasis.  This  field 
invites  extensive  research.  Whether  the 
situation  is  a developmental  deficiency  or  a 
mechanical  failure  to  distend  the  air  sacks 
is  an  open  question,  particularly  in  the 
premature.  An  infant  lung  which  it  was 
not  possible  to  insufflate  by  a pressure  of 
25mm  mercury  endotracheal  for  a period  of 
five  seconds  in  siter  and  which  was  born 
atelectatic  was  easily  insufflated  under  water 
at  post-mortem.  The  writer  has  repeatedly 
emphasized  the  need  of  research  directed  to 
a series  of  newborn  infants  in  which  endo- 
tracheal insufflation  could  be  practised  under 
fluoroscopic  examination,  an  X-ray  record 
of  the  progress  made  kept  for  record  and  a 
vital  capacity  tidal  volume  of  air  measura- 
tion  used  as  a check. 

There  is  an  urgent  need  for  an  air-condi- 
tioned cabinet  providing  known  mixtures  of 
oxygen  C02  under  constant  qualitative  check 


and  providing  adequate  heat,  humidity  and 
visibility. 

There  is  a general  agreement  regarding 
the  necessity  of  early  and  thorough  aspira- 
tion of  the  infant  airway.  This  seems  to  be 
particularly  desirable  in  the  breech  podalic 
or  caesarian  delivery.  In  these  cases  the 
compression  effect  on  the  chest  occurring  in 
vertex  birth  which  expresses  much  of  the 
pulmonary  secretion  has  failed  to  operate. 

Snyder’s  demonstration  of  intrauterine 
respiratory  movements  suggests  that  arnni- 
otic  fluid  may  be  a normal  condition  within 
the  respiratory  tree,  that  the  respiratory 
efforts  may  propel  a fluid  wave  instead  of 
the  tidal  volume  of  air  occurring  after  birth. 

The  relief  of  fluid  by  suction  is  carried 
out  by  technic  which  varies  with  the  in- 
dividual clinic.  Common  practice  encour- 
ages the  use  of  a rubber  catheter  operated  by 
the  surgeon’s  mouth.  This  catheter  intro- 
duced into  the  mouth  and  pharynx  is  useful 
in  removing  fluid  with  which  it  comes  in 
contact.  The  method  of  de  Lee  in  which  the 
catheter  is  passed  into  the  glottis  by  blind 
intubation  is  a source  of  much  satisfaction  to 
many  surgeons.  Familiarity  with  the  size 
and  the  position  of  the  glottis  and  the 
strength  of  the  glottic  reflex,  except  in  flac- 
cidity,  strongly  suggests  that  much  of  the 
so-called  blind  endotracheal  suction  is  in 
reality  esophageal  suction.  The  glottis  of  the 
newborn  baby  of  seven  or  eight  pounds  whose 
laryngeal  reflex  is  still  active  presents  re- 
sistance to  a tliree-millimeter  smooth  metal 
tube.  An  attempt  to  intubate  a flexible  rub- 
ber catheter  demonstrates  the  ease  with 
which  the  tip  of  the  catheter  is  deflected  into 
the  esophagus.  The  finger  of  the  average 
operator,  furthermore,  presents  a diameter 
which  is  larger  than  the  infant  laryngoscope. 
The  trauma  of  manipulation  to  accomplish 
blind  intubation  may  very  well  injure  the 
fauces  and  the  soft  palate.  During  this 
manipulation  the  baby’s  respiration  is,  of 
course,  completely  obstructed  by  the  foreign 
body  presented  by  the  finger  and  by  the  rub- 
ber catheter  which  completely  fills  the  glot- 
tis. Operators  familiar  with  the  use  of  direct 
exposure  by  an  illuminated  laryngoscope 
presenting  as  it  does  facilities  for  the  exam- 
ination of  glottic  aperture,  amniotic  shreds, 
etc.,  are  inclined  to  compare  the  technic  of 
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blind  intubation  with  the  routine  technic  ad- 
vocated bj  Janies  O’Dwyer  fifty  years  ago 
in  the  treatment  of  diphtheria. 

Per  oral  endoscopy  in  the  flaccid  newborn 
can  be  taught  to  a student  as  readily  as  can 
blind  intubation.  The  results  are  those  of 
precision  instrumentation  as  opposed  to  sur- 
gery limited  to  tactile  manipulation. 

The  Use  of  Heat  Is  Vital  in  the 
Treatment  of  the  Newborn 

Its  use  in  the  form  of  a bath  is  urged. 
Avoidance  of  drafts,  avoidance  of  the  heat 
of  an  intense  light  upon  the  newborn  skin 
and  avoidance  of  the  pressure  of  blankets  for 
protection  are  to  be  noted. 

Blankets  heated  for  the  use  of  the  babv 

t/ 

should  not  be  put  in  a warmer  which  renders 
them  absolutely  dry  as  the  static  spark  and 
fire  hazard  is  a common  danger  where  in- 
flammable anesthetic  gases  are  in  use. 

An  understanding  of  the  value  of  skin 
stimulation  as  compared  with  other  means  of 
stimulation  to  provoke  respiration  would  do 
much  to  eliminate  the  hot  and  cold  tubbing, 
spanking,  rubbing  of  the  back,  slapping  of 
the  soles  of  the  feet,  etc. 

A profoundly  asphyxiated  infant  can  be 
expected  to  respond  to  such  form  of  irrita- 
tion in  just  about  the  same  manner  as  one 
might  expect  a patient  anesthetized  for  a 
laparotomy  to  respond.  The  anesthesia  pro- 
duced by  the  asphyxia  is  certainly  as  pro- 
found. The  indications  are,  as  has  been 
noted  in  the  outline,  to  stimulate  the  respira- 
tory center  by  carbondioxide  simultaneously 
supporting  it  by  oxygen.  The  vitalization  of 
the  respiratory  center  is  immediately  fol- 
lowed in  orderly  sequence  by  the  return  of 
the  more  superficial  reflexes  and  recovery 
ensues. 

It  is  quite  immaterial  by  what  apparatus 
or  by  what  means  one  introduces  oxygen  and 
C02  into  the  respiratory  tree  provided  this 
actually  takes  place.  Blowing  oxygen  into 
the  baby’s  mouth  or  covering  the  mouth  and 
nose  with  an  oxygen  mask  is  nothing  but  an 
idle  gesture  if  the  gas  delivered  does  not  ac- 
tually find  its  way  into  the  trachea  and 
bronchii.  Babies  which  survive  with  this 
treatment  do  so  in  spite  of  it  and  because  of 
their  inherent  vitality  rather  than  because  of 
it.  The  school  which  employs  direct  laryn- 


goscopy and  intubation  for  suction  is  con- 
vinced that  the  only  sure  way  to  place  oxygen 
in  contact  with  the  respiratory  alveolae  is  to 
place  it  past  all  obstruction  directly  into  the 
trachea.  The  immediate  results  of  this  treat- 
ment with  these  clinics  have  repeatedly  con- 
firmed these  views. 

An  important  point  is  brought  out  in  the 
necessity  for  close  post-operative  observation 
of  the  baby  who  has  been  asphyxiated.  He 
cannot  be  casually  abandoned  to  nursing 
care.  He  should  not  be  placed  in  an  incu- 
bator with  solid  walls  where  it  is  difficult 
for  the  nurse  to  see  him  as  she  goes  about  her 
duties.  Adequate  illumination  of  a correct 
temperature  curve  (full  spectrum)  should 
fall  upon  the  baby.* 

He  should  not  be  put  in  a nursery  where 
daylight  is  reflected  from  green  walls  to  his 
skin.  Such  illumination  destroys  the  color 
value  and  the  variations  which  should  be 
noted. 

The  position  of  the  baby  should  be  such 
as  to  encourage  the  best  possible  respiratory 
ventilation.  He  should  never  be  placed  on 
his  face.** 

Where  atelectasis  is  suspected,  placing  the 
baby  on  his  right  or  left  side  will  result  in 
less  expansion  than  if  flat  on  his  back.  The 
side  position  is  useful,  however,  in  preventing 
aspiration  in  very  ill  babies  who  regurgitate 
fluid.  Respiratory  expansion  should  not  be 
embarrassed  by  the  use  of  tight  umbilical 
binders,  bands  or  other  clothing. 

In  the  absence  of  mechanical  means  of 
artificial  respiration  mouth  to  mouth  insuf- 
flation is  commonly  practiced  and  offers  re- 
lief. The  difficulty  at  once  apparent  to  the 
operator  familiar  with  the  newborn  infant 
glottis  is  the  resistance  offered  by  this  tiny 
aperture  to  the  entrance  of  insufflated  air  in 
comparison  to  the  absence  of  resistance  pres- 
ent in  the  wide-open  esophagus.  There  is 
no  doubt  but  that  the  greater  part  of  the  in- 
sufflated breath  of  the  operator  distends  the 
baby’s  stomach  instead  of  the  lung.  To  this, 
of  course,  is  added  the  danger  of  the  in- 
sufflation of  fluid  from  the  baby’s  pharynx 
into  his  airway  and  contamination  from  the 
operator’s  mouth.  In  the  absence  of  all  other 
means  of  adequate  insufflation  there  is  no 

* “Color  in  the  Operating  Room.”  Modern  Hos- 
pital, June,  1939. 

**  See  Miller’s  Synchronous  Pneumograph. 
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doubt  that  this  method  should  be  practiced. 

A number  of  universities  have  noted  ex- 
perience  with  intravenous  and  other  types  of 
medication.  There  is  marked  difference  of 
opinion  in  the  case  of  alpha  lobelin.  It  may 
be  concluded  that  a drug'  selected  may  be 
used  as  an  adjutant,  certainly  never  as  the 
sole  means  of  re-establishing  the  intra- 
uterine respiration  of  the  baby  who  has  just 
been  delivered.  The  implication  that  a hypo- 
dermic will  produce  resuscitation  per  se  is 
dangerous,  for  it  may  frequently  delay  the 
use  of  methods  better  calculated  to  bring 
about  the  desired  result. 

Intracardiac  injections  are  used  as  a last 
resort.  In  this  connection  it  is  of  interest  to 
refer  to  the  electric  Pacemaker  of  Hyman 
by  means  of  which  an  auricular  impulse  is 
stimulated  bv  a bipolar  needle  activated  by 
an  intermittent  current  which  is  injected  into 
the  right  auricle.  See  “Resuscitation  of  the 
Stopped  Heart  by  Intracardial  Therapy"  by 
Albert  S.  Hyman.  TJ.  S.  Naval  Medical  Bul- 
letin, Volume  33,  Ho.  2. 

A number  of  universities  urge  the  popu- 
larization of  the  matter  which  has  been  sub- 
mitted with  emphasis  upon  the  prevention 
rather  than  the  treatment  of  asphyxia.  There 
is  a strong  feeling  expressed  by  an  important 
group  among  our  correspondents  that  seda- 
tives to  the  mother  are  responsible  for  much 
of  the  asphyxia  neonatorum  which  is  met 
and  that  the  elimination  or  the  reduction  of 
this  routine  sedation  will  do  much  to  prevent 
asphyxia.  Since  this  impression  has  become 
generally  recognized  through  many  press 
releases  it  need  not  be  stressed. 

In  view  of  the  great  interest  in  the  subject 
of  asphyxia  neonatorum  the  need  for  re- 
search can  scarcely  be  overemphasized.  Re- 
search is  urgently  needed  at  this  time  to 
throw  light  upon  the  question  of  atelectasis 
to  produce  suitable  equipment  for  asphyxia 
neonatorum  in  the  premature,  to  throw  light 
upon  the  problem  of  intracranial  hemor- 
rhage, to  reduce  the  use  of  maternal  sedation 
which  acts  to  depress  the  baby. 

Conclusions 

It  is  found  that  carbon  dioxide  with 
oxygen  is  in  general  use ; that  aspiration 
is  regarded  as  essential  to  the  treatment  of 
the  baby;  that  the  use  of  heat  is  frequently 


overlooked  but  should  always  be  applied  to 
protect  the  baby  from  exposure. 

Sharp  differences  of  opinion  exist  regard- 
ing the  use  of  alpha  lobelin  and  other  drugs 
as  respiratory  stimulants. 

Where  intracranial  hemorrhage  is  sus- 
pected, lumbar  puncture  is  advocated  and  the 
use  of  whole  blood  injected  into  the  buttocks 
of  the  babv  is  recommended. 

Mouth  to  mouth  insufflation  is  commonly 
employed  as  a method  of  artificial  respira- 
tion where  mechanical  facilities  are  not  avail- 
able. The  position  of  the  baby  after  delivery 
is  considered  important.  Intracardiac  in- 
jections are  used  as  a last  resort  but  are  not 
popular.  The  use  of  blind  intubation  in  ac- 
cordance with  the  technic  of  de  Lee  is 
common  practice  in  many  clinics.  The  tech- 
nic of  direct  laryngoscopy,  intubation,  suction 
and  insufflation  is  not  generally  under- 
stood or  applied  where  indicated.  Prochow- 
nick’s  method  of  artificial  respiration  is 
referred  to.  Confusion  exists  as  to  the  se- 
quence in  which  intracranial  hemorrhage 
occurs ; it  is  claimed  as  both  a cause  of  and 
a result  of  asphyxia.  It  is  recommended  that 
the  baby  who  has  shown  signs  of  asphyxia 
be  carefully  observed  after  return  to  the 
nursery. 

The  important  question  of  atelectasis  is 
raised  and  the  need  of  research  indicated. 
There  is  a strong  sentiment  to  popularize 
certain  general  information  relative  to  as- 
phyxia neonatorum  to  the  profession  and  to 
the  public  with  special  reference  to  the  prac- 
tice of  frequent  sedation  administered  to  the 
mother.  The  danger  of  respiratory  obstruc- 
tion by  the  pressure  of  an  inlialator  mask  on 
a baby’s  face  is  noted. 

Experience  with  the  use  of  mechanical 
methods  including  the  Drinker,  E & J, 
Kreiselman  and  Flagg  equipment  are  re- 
ferred to. 

The  solitary  reference  to  Euthenasia  in 
Obstetrics  is  noted  for  the  purpose  of  con- 
demning it. 

Research  on  the  problem  of  Asphyxia 
Heonatorum  in  the  various  universities  in 
this  country  and  in  Canada  is  noted  and 
found  to  be  entirely  inadequate  for  the  prob- 
lem confronted. 

P alltel  J.  Flagg,  M.  D., 

38  East  61st  Street, 

Hew  York,  H.  Y. 
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Pyelitis  in  Pregnancy* 

By  Theodore  M.  Stevens,  M.  I).,  Portland,  Maine 


Pyelitis,  one  of  the  most  common  of  the 
more  serious  complications  of  pregnancy,  is 
estimated  by  different  authors  to  occnr  in 
from  1.5%  to  6%  of  all  pregnancies.  It  has 
now  become  considered  as  a part  of  the  preg- 
nancy, as  are  the  toxemias,  rather  than  a 
mere  incidental  complication  such  as  heart 
trouble  or  tuberculosis.  We  realize  now  that 
the* disorder  is  due  to  certain  functional  and 
anatomical  changes  in  the  gravid  woman. 

As  the  pregnancy  progresses  there  is  a dila- 
tation of  the  ureters  to  two  or  three  times 
their  normal  diameters.  This  is  thought  to 
be  due  to  hormonal  influence,  causing  a re- 
laxation of  the  musculature.  Accompanying 
the  dilatation  there  is  a loss  of  the  normal 
peristaltic  action,  which  results  in  urinary 
stasis,  the  latter  affording  a good  culture 
medium  for  bacterial  growth.  As  the  uterus 
reaches  the  second  trimester  of  pregnancy 
pressure  is  exerted  on  the  ureters  at  the  pel- 
vic brim.  The  right  ureter  is  more  involved 
than  the  left  and  consequently  infection  is 
much  more  frequent  on  the  right  side.  There 
is  probably  no  better  explanation  of  this  than 
the  dextro-rotation  of  the  enlarging  uterus, 
and  the  fact  that  the  descending  colon  is  on 
the  left  side. 

The  etiology  is  otherwise  the  same  as  in 
the  non-pregnant  cases:  the  Colon  Bacillus 
preponderating  over  the  Staphylococcus  in- 
fections. Other  organisms  may  be  the  causa- 
tive factor  in  a minor  number  of  cases. 

The  seriousness  of  this  complication  may 
be  realized  from  the  following  facts : 

1.  It  is  estimated  that  -30-10%  of  these 
cases  fail  to  go  to  term. 

2.  That  the  fetal  mortality  is  at  least 
twice  that  usually  met,  due,  in  many  cases, 
to  prematurity. 

3.  Eastman  of  Johns  Hopkins  states  that 
one-third  of  these  cases  continue  to  harbor 
the  infection  long  after  the  delivery. 

4.  Reinberger  and  Anderson  of  Nebraska 


published  an  article  in  1937  reviewing  360 
cases  of  pyelitis  in  18,000  pregnancies  (an 
incidence  of  2%)  with  five  deaths  directly 
attributed  to  pyelitis.  They  state:  “It  is 
apparent  that  if  live  deaths  could  be  found 
in  the  records  attributable  to  pyelitis,  unques- 
tionably many  others  occurred.  It  is  appar- 
ent that  one  death  occurred  in  every  45-60 
cases  of  pyelitis  complicating  pregnancy.” 

The  diagnosis  of  pyelitis  is  not  difficult — 
the  sudden  onset  of  temperature,  chills,  costo- 
vertebral pain  and  tenderness,  nausea  and 
vomiting— and  the  appearance  of  albumen 
and  pus  in  the  urine.  Bladder  symptoms, 
such  as  are  seen  in  the  non-pregnant  cases, 
are  usually  lacking  in  pyelitis  of  pregnancy, 
that  is  the  frequent  painful  and  burning 
micturation. 

In  obtaining  the  history  of  the  pregnant 
patient  it  is  well  to  note  any  previous  cases 
of  pyelitis  as  the  condition  is  often  not  cured 
between  pregnancies. 

During  the  first  trimester  of  pregnancy 
pyelitis  more  resembles  that  of  the  non-preg- 
nant state  and  can  often  be  cured  by  proper 
treatment.  During  the  second  and  third  tri- 
mester, rarely  is  a pyelitis  cured.  The  pa- 
tient may  be  symptomatically  free,  and  the 
progress  of  the  disease  arrested,  but  cure  is 
not  effected  until  after  the  pregnancy  is 
terminated. 

The  medical  treatment  of  pyelitis  is  inter- 
esting because  of  the  introduction  in  the  last 
few  years  of  several  new  drugs.  In  reviewing 
the  literature  it  is  noticeable  that  each  author 
believes  in  first  trying  the  alkalinization 
treatment  which  is  successful  in  a large  per- 
centage of  cases.  This  consists  of  keeping  the 
patient  flat  in  bed,  forcing  fluids,  bland  diet, 
sedatives  as  needed,  and  the  use  of  Sodium 
Bicarbonate  in  doses  of  from  15-30  grains 
four  times  daily.  The  fluid  intake  should  be 
about  4000  cc.  daily.  Crabtree  prefers  Potas- 
sium Citrate  in  doses  of  60  to  80  grains  per 
day,  rather  than  Sodium  Bicarbonate.  The 


* Read  before  the  Portland  Medical  Club,  at  Portland,  Maine,  October  3,  1939. 
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two  salts  may  be  used  together  in  more  mod- 
erate doses. 

To  achieve  results  the  pH  of  the  urine 
should  be  7.6.  Osmon  states  that  litmus 
paper  should  not  be  used  as  an  indicator  and 
he  recommends  the  following  procedure : 

2 or  3 drops  of  a 0.1%  solution  of  brom- 
thymol  blue  are  added  to  3 cc.  of  urine  in  an 
ordinary  test  tube  and  the  resulting  color 
observed.  At  a pH  of  7.6  the  color  should  be 
a distinct  dark  blue,  but  at  reactions  less  al- 
kaline than  this  a greenish  tint  will  be  in- 
creasingly more  evident.  With  this  treatment 
the  patient  may  become  symptom  free  and 
carry  on  to  term  satisfactorily. 

Methenamine  seems  to  be  accepted  favor- 
ably by  some  while  others  doubt  its  efficacy  as 
a urinary  antiseptic.  Helmholz,  who  has  had 
a lot  of  experience  with  pyelitis  in  children, 
found  it  to  be  more  effective  than  any  other 
urinary  antiseptic.  The  adult  dose  should  be 
60  grains  daily  and  should  be  given  in  com- 
bination with  Ammonium  Chloride  to  insure 
proper  acidity  of  the  urine.  It  must  be  re- 
membered that  Methenamine  occasionally 
causes  hematuria,  and  in  this  event  it  should 
be  discontinued. 

Mandelic  Acid  acts  bactericidally  on  all 
gram  negative  bacilli,  and  also  on  Staphy- 
lococcus aureus  and  Streptococcus  fecalis.  In 
using  Mandelic  Acid  the  fluid  intake  should 
be  limited  to  1,000-1,200  cc.  daily  and  the 
urine  should  be  kept  at  a pH  of  5.5  to  5.  The 
average  adult  dose  is  3 grams  four  times 
daily,  taken  after  meals  and  at  bedtime.  Am- 
monium Chloride  may  be  used  to  reach  the 
proper  acidity  in  the  urine — in  doses  of  from 
30-60  grains  per  day.  Xitrizine  paper  may 
be  used  as  an  indicator,  or  a few  drops  of 
Methyl  red  added  to  urine  in  a test  tube  will 
give  a pink  color  if  the  acidity  is  sufficient ; 
if  too  alkaline  the  urine  remains  yellow  or 
orange. 

Morson  reported  seven  of  ten  cases  of  pye- 
litis complicating  pregnancy  where  the  urine 
became  normal  after  ten  days'  treatment. 
Other  workers  state  that  all  that  can  be 
looked  for  is  abatement  of  symptoms — seldom 
is  sterility  of  the  urine  achieved  until  after 
the  patient  is  delivered. 

Hexylresorcinal  (Caprokol)  has  not  been 
widely  accepted.  Leonard,  who  introduced  it, 


claimed  that  the  adminstration  of  6.6  grams 
three  times  daily  resulted  in  an  antiseptic 
urine  in  60%  of  cases.  Other  men  have  not 
been  able  to  duplicate  these  results. 

Pyridium  is  excreted  in  high  concentration 
in  the  urine  but  it  apparently  does  not  inhibit 
the  growth  of  the  Colon  Bacillus. 

Acriflavine  was  introduced  by  Davis  and 
Beck  who  used  it  in  combination  with  So- 
dium Bicarbonate.  There  seems  to  be  con- 
siderable disagreement  as  to  its  usefulness. 

Sulfanilamide  seems  to  be  a drug  used 
in  the  treatment  of  most  diseases  and  many 
favorable  reports  are  found  regarding  its  use 
in  pyelitis  of  pregnancy.  In  1938,  Adam 
Barr  in  the  Glasgow  Medical  Journal,  re- 
ported a series  of  61  cases  of  pyelitis  of 
pregnancy  in  which  this  drug  was  used  in 
treatment.  Many  of  these  cases  were  severe 
as  other  methods  of  treatment  had  failed  to 
give  relief.  In  the  milder  cases  he  used  0.5- 
0.6  gram  doses  three  times  daily.  In  more 
severe  cases  1.8  grams  to  2.1  grams  three 
times  daily  were  used.  He  writes,  ‘“The  im- 
mediate improvement  in  the  general  appear- 
ance of  the  patient  and  her  obvious  feeling 
of  well  being  shortly  after  the  treatment  is 
commenced  is  in  marked  contrast  to  the  de- 
pression of  patient  taking  large  quantities  of 
alkalis.  Catheterization  of  the  ureters  has 
been  unnecessary  in  this  series  of  cases  even 
in  the  grosslv  toxic  cases.  Under  treatment 
with  alkalis  this  procedure  is  commonly 
necessary.  Recurrence  of  symptoms  is  exceed- 
ingly common  in  the  alkali  therapy  and  re- 
admission to  the  hospital  is  frequently  neces- 
sary. In  this  series  there  was  no  recurrence 
sufficient  to  cause  symptoms  though  the  urine 
was  not  re-examined  in  all  cases.  In  10  cases 
the  urine  was  examined  during  labor  and 
again  in  the  puerperium,  with  negative 
results.” 

Cook  and  Buchtel  recommend  Sulfanila- 
mide in  the  following  dosage 30  grains  the 
first  day,  10  grains  the  second  day,  and  60 
grains  the  third  day.  the  dose  being  decreased 
to  40  grains  on  the  fourth  day.  They  are 
divided  into  four  daily  doses,  and  given  with 
10  grains  of  Sodium  Bicarbonate. 

Other  authors  have  reported  similar  good 
results  with  the  use  of  this  drug.  Kenney 
reported  16  cases  of  pyelitis  in  pregnancy 


20 


The  Journal  of  the  Maine  Medical  Association 


which  she  treated  with  1.8  grams  daily  for 
from  5 to  7 days.  In  every  case,  she  claims, 
the  symptoms  abated  in  2 or  3 days  and  the 
urine  became  free  from  pns,  and  sterile  in  an 
average  of  3 days. 

None  of  these  authors  reported  any  un- 
toward effect  on  the  fetus.  With  these  favor- 
able reports  it  would  seem  as  though  Sul- 
fanilamide should  be  given  further  study  in 
pyelitis  in  pregnancy.  It  is  well  to  remem- 
ber, however,  that  the  drug  does  produce  toxic 
results  in  some  patients  and  it  should  be  used 
only  where  the  haemoglobin  and  white  blood 
count  can  be  carefully  watched. 

In  those  patients  with  pyelitis  who  do  not 
show  favorable  response  to  medical  treatment 
within  a few  days,  cystoscopy  should  be  done. 
This  requires  the  services  of  a competent 
Urologist.  Cystoscopic  treatment  may  consist 
of  cleansing  the  distended  ureter  and  pelvis 
by  lavage  (usually  with  1%  solution  of  Ni- 
trate of  Silver)  or  bv  the  employment  of  the 
inlying  catheter  drainage. 

Crabtree  of  Boston,  who  has  had  much  ex- 
perience with  pyelitis  in  pregnancy,  stated 
that  treatment  in  his  clinic  consisted  of  pel- 
vic drainage  only  during  the  period  of  cysto- 
scopic treatment — that  this  was  adequate, 
without  the  need  of  inlying  catheters,  if 
employed  early  in  the  disease.  Regarding 
this  he  writes : “While  an  improvement  in 
the  condition  of  the  patient  may  be  obtained 
while  the  catheter  is  maintained  in  place,  that 
improvement  is  apt  to  be  lost  on  removal  of 
the  catheters,  because  of  plugging  with  pus, 
or  because  of  bladder  discomfort,  which  is 
often  quite  marked  when  the  catheters  are 
kept  in  place  over  a period  of  many  days.” 

Other  men  state  that  there  is  no  contra- 
indication to  leaving  the  catheters  in  place 
for  several  days. 

Surely  any  patient  who  shows  signs  of 
severe  toxemia  or  whose  blood  chemistry 
shows  retention  of  nitrogenous  products,  indi- 
cating a pyelonephritis,  should  have  the  bene- 
fit of  catheter  drainage.  In  many  cases  this 
treatment  will  overcome  obstruction  by  kink- 
ing of  the  ureter,  or  pressure  at  the  pelvic 
brim,  or  renal  stone. 

Finally,  the  treatment  “par  excellence”  is 
the  termination  of  the  pregnancy.  This  al- 
lows prompt  drainage  from  the  involved 


ureter  with  spectacular  change  in  the  pa- 
tient’s condition.  The  temperature  usually 
falls  abruptly  and  remains  normal. 

Eastman  states  that  there  are  three  main 
indications  for  interrupting  pregnancy: — - 

1.  Failure  of  the  patient  to  improve  after 
10  days  of  intensive  treatment. 

2.  Involvement  of  renal  parenchyma  as 
evidenced  by  persistent  elevation  of  the  blood 
non-protein  nitrogen. 

3.  Extreme  toxicity  with  lethargy  and 
coma. 

With  the  post-partum  involution  of  the 
upper  urinary  tract  and  the  consequent  relief 
of  urinary  stasis,  the  infection  clears  up  in 
about  two-tliirds  of  the  cases.  The  remaining 
third  continue  to  harbor  the  infection  if  left 
untreated.  Crabtree  has  shown  that  the  peak 
of  spontaneous  recovery  is  in  the  second 
month  following  delivery.  Thus  these  cases 
should  be  followed  closely  after  delivery  and 
treated  until  the  urine  is  free  from  pus  and 
bacteria.  In  any  event  the  patient  should  be 
warned  against  subsequent  pregnancy  until 
at  least  two  years  have  elapsed. 

In  cases  where  termination  of  the  preg- 
nancy is  not  possible  pyelotomy  may  be 
considered.  It  must  be  borne  in  mind  that 
destruction  of  the  kidney  beyond  repair  is 
probable  if  treatment,  either  medical  or  sur- 
gical, is  not  successful,  which  may  ultimately 
result  in  nephrectomy. 

The  following  case  report  is  typical  of  the 
acute  toxic  form  of  pyelitis : 

The  patient,  gravida  I,  age  33  years,  con- 
sulted me  first  on  October  31,  1933.  She  was 
(U/b  months  pregnant.  Past  history  was  es- 
sentially negative.  Pregnancy  to  date  had 
been  uneventful.  Physical  examination  re- 
vealed nothing  abnormal.  The  urine  was 
negative.  Three  weeks  later  she  called  me  to 
her  home,  complaining  of  pain  in  the  right 
costovertebral  angle,  fever,  nausea,  and  vom- 
iting. She  was  kept  in  bed,  fluids  were 
forced,  heat  was  placed  to  the  right  kidney 
region  and  sedatives  and  methenamine  were 
ordered.  The  urine  showed  a slight  trace  of 
albumen  and  clumps  of  pus  cells.  The  follow- 
ing day  the  picture  remained  the  same,  ex- 
cept that  nausea  was  more  pronounced.  On 
the  third  day  her  condition  became  alarming. 
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The  toxemia  appeared  overwhelming ; she 
was  flushed,  apprehensive,  dehydrated ; the 
tongue  was  dry  and  coated,  and  there  was  a 
marked  acetone  odor  to  her  breath. 

During  the  night  she  had  had  several 
chills.  The  temperature  was  102.6"  and  the 
pulse  140.  She  was  tender  in  both  costo- 
vertebral angles.  She  was  referred  to  the 
hospital  where  infusions  of  glucose  in  normal 
saline  were  given.  In  spite  of  treatment  the 
toxemia  became  more  pronounced  and  after 
consultation  it  was  decided  to  induce  prema- 
ture labor,  rather  than  attempt  catheter 
drainage.  The  infection  was  bilateral  and  the 
patient’s  condition  was  too  serious  to  tempo- 
rize. This  was  done  and  the  patient  deliv- 
ered of  a living  baby  weighing  3 lbs.  7 oz. 
The  babv  died,  however.  12  hours  after  birth. 
The  mother  continued  her  hectic  fever  for 
three  days  post-partum,  the  temperature  then 
dropping  to  normal,  where  it  remained  dur- 
ing her  stay  in  the  hospital.  Upon  her  dis- 
charge the  urine  showed  a slight  trace  of  al- 
bumen and  a few  pus  cells.  Three  months 
later  the  urine  was  free  from  albumen  and 
pus,  although  the  patient  complained  of  some 
pain  in  both  costo-vertebral  angles. 

An  acute  obstruction  of  the  ureter  causing 
hydronephrosis,  even  where  there  has  been  no 
previous  evidence  of  renal  disease,  is  quite 
common  during  pregnancy.  This  is  due  to 
kinking  of  the  distended  ureter  or  to  pressure 
on  the  pelvic  brim.  It  is  more  common  dur- 
ing the  fifth  and  sixth  months.  The  patient 
is  seized  with  a sudden  excruciating  pain  of 
the  renal  colic  type,  so  severe  that  often  mor- 
phine does  not  give  entire  relief.  There  is 
tenderness  along  the  course  of  the  ureter  and 
in  the  costovertebral  angle.  Some  of  these 
patients  are  relieved  spontaneously  within  a 
day  or  two  and  may  carry  on  to  term  without 
future  trouble.  The  treatment  consists  of 
sedatives  or  opiates,  heat,  rest  in  bed  with  the 
patient  lying  on  the  opposite  side  to  relieve 
pressure  from  the  uterus,  and  urinary  anti- 
septics. 

In  those  cases  not  so  easily  relieved,  drain- 
age from  the  affected  ureter  must  be  estab- 
lished if  the  pregnancy  is  to  continue.  Here 
the  inlying  catheter  gives  the  most  gratifying 
results.  Its  use  for  a few  days  relieves  the 
obstruction  and  the  patient  is  freed  from  the 


severe  pain  and  may  be  carried  safely  to  term 
or  to  the  time  when  a viable  child  may  be 
delivered.  However,  these  patients  do  ac- 
quire a pyelitis  which  must  be  treated  until 
the  pregnancy  is  ended. 

The  following  case  reports  are  given  to 
illustrate  this  type  of  case: 

— I — 

Mrs.  B.  W.,  a woman  of  23  years,  gravida 
II,  came  to  my  office  August  5,  1937.  Her 
past  history  was  unimportant.  Her  first  preg- 
nancy, three  years  previously,  had  been  un- 
eventful, except  that  the  delivery  was  instru- 
mental because  of  a posterior  position  of  the 
baby.  Her  last  menstrual  period  was  May  23, 
1937,  and  examination  showed  her  to  be 
about  two  months  pregnant.  Her  pregnancy 
progressed  normally  and  the  urine  was  nega- 
tive at  each  examination,  until  October  24th, 
when  she  had  completed  her  fifth  month  of 
pregnancy.  She  suddenly  developed  severe 
pain  in  the  right  side  of  the  abdomen,  ex- 
tending to  the  costovertebral  angle.  Seda- 
tives, opiates,  heat  and  posture  gave  tempo- 
rary relief,  but  on  the  following  night  she 
again  had  severe  pain  that  was  not  relieved 
by  sedatives.  She  was  referred  to  the  hospi- 
tal, and  Dr.  Curtis  saw  the  patient  in  con- 
sultation. Cystoscopy  showed,  quoting  Dr. 
Curtis : 

‘‘The  bladder  was  negative  except  for  mass 
pushing  down  on  the  right  side  and  protrud- 
ing the  ureteral  orifice,  probably  pressure 
from  the  head  of  the  baby.  While  the  left 
side  of  bladder  was  normal  the  urine  could  be 
seen  coming  from  the  left  ureter,  but  none 
from  the  right  ureter.  The  catheter  was  in- 
jected, retrograde,  with  sodium  iodide,  after 
removing  about  75  cc.  of  verv  dark,  concern 
trated  urine — residual  urine.  Scope  was  re- 
moved and  a number  8 catheter  strapped  in.” 

Urine  from  the  bladder  showed  8-10  W. 
B.  C.’s,  10-20  B.  B.  C.’s,  culture  was  nega- 
tive. From  the  Right  Kidney  2-4  W.  B.  C.’s, 
1-2  R.  B.  C.’s,  culture  negative.  Six  days 
later  the  Right  Kidney  urine  was  loaded  with 
W.  B.  C.’s,  4-6  R.  b’.  C.’s,  Culture  B.  Coli. 

The  X-ray  report  of  pyelogram  by  intra- 
venous method  was  as  follows : 

“There  is  about  6 months’  enlargement  of 
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ureteral  orifice.  Specimen  obtained.  Indigo- 


the  uterus,  with  the  fetal  parts  just  able  to  be 
visualized.  There  is  a good  injection  of  the 
left  kidney  which  shows  nothing  remarkable 
other  than  a slight  clubbing  of  the  calyces. 
On  the  right  side  the  kidney  is  markedly 
dilated,  affecting  the  major  and  minor 
calyces,  with  a redundancy  of  the  ureter 
about  two  inches  below  the  junction  with  the 
renal  pelvis.” 

Impression  of  Dr.  Thaxter:  “Findings  are 
those  of  hydronephosis  of  the  right  kidney 
and  slightly  of  the  left  kidney,  probably  due 
to  pressure  of  the  pregnant  uterus.” 

The  patient  was  greatly  relieved  after  the 
drainage  from  the  right  kidney  was  estab- 
lished. She  was  given  several  infusions  of 
5%  glucose  in  normal  saline  to  which  was 
added  31  grains  of  methenamine.  The  cathe- 
ter was  removed  on  the  tenth  day.  It  was 
interesting  to  note  that  at  no  time  while  she 
was  in  the  hospital  did  this  patient  have  an 
elevation  of  temperature.  She  was  allowed 
to  go  home  on  the  seventeenth  day. 

The  remainder  of  her  pregnancy  was  un- 
eventful except  that  she  continued  to  show 
albumen  and  pus  in  the  urine  throughout. 
She  went  into  labor  spontaneously  on  Febru- 
ary 25th,  the  date  of  expectancy  being  five 
days  later,  and  delivered  a normal  male  child 
weighing  8 lbs.  8%  oz. 

Three  months  later  the  urine  was  entirely 
negative  and  the  patient  stated  that  she  felt 
fine.  Since  then,  on  occasions  she  has  com- 
plained of  pain  in  the  right  lower  quadrant 
although  the  urine  has  remained  negative. 
It  is  possible  that  future  genito-urinary  study 
might  show  the  cause  of  this  intermittent 
pain. 

— II  — 

The  second  case  is  that  of  a Primipara  of 
32  years,  and  to  be  more  brief  I will  report 
only  the  findings  of  interest.  The  pregnancy 
progressed  normally  with  normal  urine  exam- 
inations until  she  had  completed  the  fifth 
month,  when  she  developed  severe  pain  in  the 
right  side  which  was  relieved  only  tempo- 
rarily by  opiates.  She  was  admitted  to  the 
hospital  and  the  cystoscopic  report  was  as 
follows : 

“Under  Novacaine  anaesthesia  cystoscope 
passed.  Catheter  was  inserted  up  the  right 


carmine  injected.  Dilated  right.  Normal 
left.  Intravenous  diodast  injected.  Picture 
taken.  Retrograde  on  the  right.  Obstruction 
of  the  ureter  in  a five  months’  pregnancy.  No 
urine  could  be  seen  coming  from  this  ureteral 
orifice  before  catheter  was  inserted  and  we 
obtained  approximately  15-25  cc.  which  was 
under  pressure  when  catheter  was  inserted.” 

The  urine  from  the  bladder  showed  occa- 
sional white  cells  and  occasional  red  cells. 
Culture  was  negative.  Urine  from  the  right 
kidney  showed  20-30  R.  B.  CDs,  and  1-2 
W.  B.  C.’s.  Culture  was  negative. 

The  X-ray  findings  were  essentially  nega- 
tive: “On  the  right  side  the  film  with  the 
intravenous  pyelogram  shows  a retrograde  in- 
jection. There  is  marked  reduplication  of  the 
pelvis.  The  major  and  minor  calyces  appear 
to  be  normal.  Impression:  Findings  are 

those  of  normal  kidneys,  both  sides ; and  a 
six-month  pregnancy.” 

The  catheter  was  left  in  place  on  the  right 
side.  On  the  6th  day  the  patient  had  a chill 
with  a temperature  elevation  of  103°.  On  the 
8th  day  the  catheter  was  removed  and  a cys- 
toscopic check-up  showed  normal  kidney  func- 
tion with  indigo-carmine  dye.  The  patient 
was  allowed  to  go  home  on  the  15th  day, 
although  she  continued  to  run  a low-grade 
temperature,  between  99°  and  100°. 

This  patient  was  not  as  fortunate  as  the 
one  in  the  previous  report,  in  that  she  spent 
the  next  two  months  mostly  in  bed.  She  had 
no  recurrence  of  severe  pain,  but  she  did  run 
a low-grade  toxemia  from  the  pyelitis.  She 
lost  weight,  developed  a marked  secondary 
anemia  which  was  not  improved  by  liver  and 
iron  therapy.  At  times  she  ran  a slight 
temperature  and  had  difficulty  in  eating  be- 
cause of  nausea. 

Because  of  her  condition  she  was  re-ad- 
mi  tted  to  the  hospital  when  seven  and  one- 
quarter  months  pregnant.  Before  induction 
of  labor  she  was  transfused  with  500  cc. 
blood.  She  was  delivered  of  a living  child, 
weighing  I lbs.  10  ozs. 

O C1 

Her  improvement  following  delivery  was 
rapid.  She  gained  weight,  the  blood  came 
back  to  normal  within  two  months  and  she 
felt  well,  hut  the  urine  still  showed  albumen 
and  pus.  Unfortunately,  at  about  this  time, 
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her  husband  was  transferred  to  another  city 
and  I was  unable  to  follow  up  properly.  I 
have  seen  her  again  only  recently,  almost  one 
year  following  delivery,  and  she  still  has  a 
few  white  blood  cells  in  the  catheter  specimen. 
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Sulfanilamide  in  Compound  Fracture 


Because  of  the  bactericidal  and  bacterio- 
static properties  of  sulfanilamide  and  as  vitro 
studies  show  these  properties  to  be  augmented 
greatly  in  concentrations  higher  than  could 
be  safely  obtained  by  systemic  administra- 
tion, Jensen  and  his  associates,  after  com- 
plete debridement  of  compound  fractures  or 
dislocations,  place  from  5 to  15  Gm.  of  crys- 
talline sulfanilamide  in  the  wound  before 
closure.  These  wounds  are  closed  tightly  with 
interrupted  sutures  of  silk  to  the  skin  only. 
Closure  without  tension  on  the  wound  is  ac- 
complished when  necessary  bv  longitudinal 
splitting  of  the  skin  away  from  the  site  of  the 
wound  but  parallel  to  the  closure.  Complete 
reduction  is  obtained  at  the  time  of  debride- 
ment and  absolute  immobilization  is  accom- 
plished by  immediate  application  of  unpad- 
ded plaster  splints  held  in  place  by  either 
circular  bandage  or  plaster.  Reduction  is 
maintained,  by  continuance,  when  necessary, 
of  skeletal  traction  in  conjunction  with  plaster 
splints.  Casts  are  not  windowed  and  the 
wound  is  left  untouched  until  such  time  as 
consolidation  of  the  fracture  allows  replace- 


ment of  splints  by  circular  casts  prior  to  am- 
bulatory treatment.  The  minimum  of  000 
plain  catgut  suture  material  to  accomplish 
hemostasis  is  buried  in  these  wounds;  no  at- 
tempt is  made  to  suture  any  deep  structures 
except  nerves.  To  date,  the  authors  have 
treated  thirty-nine  compound  fractures  and 
two  compound  dislocations  by  this  method. 
In  two  cases,  both  tibias,  one  eight  days  and 
the  other  twelve  days  after  reduction,  the 
fractures  were  recompounded  and  subsequent- 
ly became  infected.  The  other  thirty-seven 
healed  by  primary  intention  without  local  or 
systemic  evidence  of  wound  infection.  The 
authors  conclude  that  the  local  use  of  sulfan- 
ilamide has  opened  the  way.  to  the  more  ef- 
fective treatment  of  contaminated  wounds. 
The  amount  to  be  used  in  each  specific  wound 
depends  on  the  extent  of  trauma  and  contami- 
nation, but  20  Gm.  is  the  advisable  upper  lim- 
it in  any  adult  patient.  From  5 to  15  Gm. 
has  been  found  sufficient  for  average  to  severe 
wounds.  — Surgery,  St.  Louis.  6 : 1-166 
(July),  1939.  Abstract:  Journal  A.  M.  A., 
September  9,  1939. 


Early  diagnosis  of  tuberculosis  is  good 
economy.  To  keep  an  early  case  in  a sanatori- 
um for  a few  months  may  cost  a few  dollars. 
To  keep  an  advanced  case  for  several  years 
may  cost  many  thousands  of  dollars. — Ohio 
Public  Health , June,  1939. 


6 years  of  age  were  traced  for  an  average  pe- 
riod of  five  years.  Since  only  1.6%  died  it  is 
obvious  that  young  children  control  infection 
with  tubercle  bacilli  very  well.  The  first  two 
years  are  the  critical  period.  The  great  ma- 
jority of  deaths  occurred  in  homes  where 
there  was  opportunity  for  massive  and  re- 
peated doses. — Toetoxe,  L,  et  ah,  Amer. 
Jour.  Diseases  of  Children,  July,  1939. 


629  tuberculin-sensitive  children  less  than 
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Postoperative  Infections  Following  Abdominal  Operations * 

By  George  A.  Tibbetts,  M.  D.,  Portland,  Maine 


About  twelve  years  ago  while  on  duty  at 
the  hospital  there  occurred  a series  of  post- 
operative abdominal  wound  infections  which 
is  always  a condition  that  requires  attention 
and  always  starts  everyone  hotfoot  for  find- 
ing out  the  source  of  the  infection.  At  this 
time  it  was  no  different  and  a committee  was 
appointed  to  investigate  everything  from  cel- 
lar to  hospital  roof.  Every  check  was  made 
and  several  changes  were  made  in  the  tech- 
nique of  the  handling  of  the  patient,  and  as 
usual  the  scare  was  over  in  a short  time. 
Peally  no  definite  findings  were  ever  tabu- 
lated by  the  committee.  Since  then  there  has 
been  a rise  and  fall  of  these  outbreaks  as 
there  always  had  been  in  the  past. 

The  conduct  of  this  investigation  espe- 
cially with  reference  to  blaming  everybody 
all  along  the  line  and  upsetting  the  entire 
morale  of  doctors,  nurses  and  particularly 
the  operating  room  made  such  an  impression 
upon  me  that  I began  to  make  observations 
on  these  cases  as  they  arose  and  I found  that 
post-operative  infected  wounds  of  the  ab- 
dominal wall  have  quite  a story  to  tell  with 
reference  to  their  rise  and  fall.  Observation 
has  shown  that  at  times  there  was  a rise  when 
the  cases  were  handled  by  certain  individuals. 
There  was  an  increase  at  times  depending 
upon  outside  increase  of  respiratory  condi- 
tions. T have  also  noticed  an  increase  when 
inexperienced  nurses  have  been  allowed  to 
handle  the  dressing  trays  and  do  the  dress- 
ings. 

For  the  past  few  years  as  these  cases  have 
occurred  in  any  appreciable  number  certain 
tabulations  have  been  made  and  from  these 
tabulations  it  appears  that  over  half  of  these 
wet  wounds  are  not  infected  by  the  pus-pro- 
ducing organisms  as  it  was  impossible  to  ob- 
tain any  growth  when  cultured.  As  we  pro- 
ceed the  reason  for  the  above  condition  will 
be  obvious.  A large  percentage  of  the  re- 
maining wet  wounds  showed  the  organism 
that  one  would  expect  and  that  is  the  common 
organism  of  the  skin,  the  staphlococcus. 


The  pneumococcus  was  found  in  certain 
series  of  cases  and  these  cases  seemed  to  run 
parallel  with  the  epidemics  of  the  respiratory 
pneumonia  cases.  This  fact  strongly  supports 
my  feeling  that  our  infected  wounds  for  the 
most  part  are  secondary  contamination. 

A few  cases  have  shown  presence  of  some 
of  the  less  common  bacteria,  for  instance  the 
gas  bacillus  but  these  cases  are  readily  ex- 
plained as  they  seem  to  have  a direct  bearing 
upon  the  type  of  operation  performed. 

One  of  the  fascinating  facts  in  this  obser- 
vation which  seems  contrary  to  one’s  expecta- 
tion was  that  the  colon  bacillus  was  not  the 
common  infecting  organism.  This  knowledge 
has  always  been  a source  of  satisfaction  for 
it  seems  to  rule  out  the  worry  that,  these 
wounds  are  infected  by  our  surgical  tech- 
nique. 

Having  these  facts  to  work  upon  let  us 
briefly  consider  what  infection  is  and  at  the 
same  time  make  a slight  review  of  the  anat- 
omy of  the  abdominal  wall. 

What  is  infection  ? It  is  the  invasion  of 
living  tissue  bv  bacteria  in  such  a manner  as 
to  produce  disease  either  local  or  general. 

Let  us  also  consider  the  conditions  neces- 
sary for  the  infection  of  the  living  tissue. 

1st.  Bacteria  must  be  introduced  in 
greater  amount  than  can  be  destroyed  by  the 
phagocytic  action  of  the  tissue. 

2nd.  Bacteria  must  be  of  such  virulence 
that  disease  will  be  produced. 

3rd.  Susceptibility  of  the  host. 

In  considering  the  susceptibility  of  the 
host  we  find  that  the  host  may  have  general 
susceptibility  such  as  the  presence  of  disease, 
diabetes,  syphilis,  etc.,  which  make  him 
prone  to  infection,  also  there  may  be  local 
susceptibility,  for  instance  our  wound,  a sub- 
ject that  will  be  taken  up  more  fully. 

At  a time  when  T was  watching  some  of 
these  cases  T chanced  to  be  operating  upon 
one  of  those  badly  infected  hands  and  on  re- 
viewing mv  copy  of  “Kanaval’s  Surgery  of 


* From  the  Round  Table  discussion  of  Post-Operative  Complications  presented  at  the  87th  Annual 
Session  of  the  Maine  Medical  Association,  Poland  Spring,  Maine,  June  26,  1939. 
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the  Hand”  I was  struck  with  the  simularity 
of  the  spaces  of  the  abdominal  wall.  From 
this  time  on  infection  of  the  abdominal  wall 
had  a new  meaning. 

On  analyzing  the  abdominal  wall  we  find 
that  there  are  true  and  potential  spaces.  The 
true  spaces  being  between  fascia  and  muscle 
and  superficial  to  the  peritoneum,  and  the 
potential  spaces  being  those  spaces  between 
structures  filled  with  fat  that  may  resolve 
under  certain  conditions  such  as  trauma  or 
hemorrhage. 

Therefore  we  have  an  abdominal  wall 
structurally  suited  with  pockets  and  if  local 
susceptibility  is  present  together  with  the  in- 
troduction of  bacteria  of  sufficient  amount 
and  proper  virulence  infected  wall  will 
result. 

Pre-operatively  we  try  to  eliminate  the 
possibility  of  the  introduction  of  bacteria  by 
proper  preparation  of  the  skin  surface  and  at 
the  same  time  attempt  by  our  examination  to 
eliminate  those  general  diseases  that  make 
the  host  susceptible.  Our  best  example  being 
our  pre-operative  handling  of  the  diabetic 
patient.  As  surgeons,  local  susceptibility 
must  concern  us  most  for  it  is  here  that  we 
may  do  real  harm  to  our  patient ; by  the  im- 
proper handling  of  the  abdominal  wall.  All 
too  often  the  meticulous  surgeon  will  abuse 
the  tissue  by  too  much  use  of  sponge  and 
forceps  while  on  the  other  hand  there  are 
physicians  so  careless  that  they  do  not  take 
proper  care  of  kemastasis  which  may  later 
result  in  the  formation  of  either  small  or 
large  hematomas  which  in  turn  may  become 
infected  if  the  right  amount  and  proper  type 
of  bacteria  are  introduced. 

At  present  it  is  the  generally  accepted  fact 
that  no  matter  how  carefully  we  prepare  our 
field  of  operation  we  do  not  get  an  absolutely 
sterile  field  but  that  in  the  main  we  do  ac- 
complish one  of  the  main  necessities  for  the 
protection  of  our  patient  in  that  we  generally 
lower  the  bacteria  to  the  amount  where  the 
tissue  even  if  traumatized  will  take  care  of  it 
by  its  phagocytic  action. 

We  are  all  aware  of  the  pustular  areas  that 
occur  about  our  sutures  which  when  cultured 
may  be  sterile  or  show  staphlococcus.  If 
sterile  they  are  no  doubt  due  to  resolution  of 


the  tissue.  Since  staphlococcus  is  present  in 
a great  many  of  these  areas  it  is  only  fair  to 
assume  that  the  possibility  of  extension  along 
the  suture  line  into  either  the  potential  or 
true  spaces  of  the  abdominal  wall  is  reason- 
able. 

If  we  are  too  rough  by  the  use  of  our 
sponges  or  instruments  so  as  to  lower  the 
local  susceptibility  of  our  host  or  allow  our 
maneuvers  to  cause  resolution  of  fat  or  leave 
a vessel  to  gradually  form  a hematoma  in 
one  of  these  spaces  the  conditions  are  right 
for  the  formation  of  an  abscess  at  some  level 
of  the  abdominal  wall. 

Since  our  surgical  supply  houses  have 
reached  such  perfection  in  the  preparation  of 
our  sutures  and  since  our  operating  rooms 
are  so  carefully  personelled  for  the  following 
out  of  detail  I believe  we  are  able  to  practi- 
cally disregard  outside  contamination  from 
these  sources.  Even  if  we  accept  this  fact 
there  should  be  no  let-up  in  our  observation 
at  all  times  over  all  things  surgical. 

So  far  today  in  our  discussion  I must  have 
left  the  feeling  that  I am  not  entirely  satis- 
fied that  the  majority  of  our  staphlococcic 
wounds  come  from  contamination  at  the  time 
of  operation.  We  must  accept  the  fact  that 
some  do  come  from  skin  infections  as  previ- 
ously described  but  there  are  so  many  that 
appear  so  late  that  we  cannot  disregard  one 
source  of  infection  that,  seems  still  to  exist  in 
spite  of  many  set-ups  for  protection.  At  this 
time  I wish  to  call  attention  to  the  question 
of  outside  contamination  after  the  wound  has 
been  opened  for  its  first  dressing. 

Many  wounds  are  opened  too  early.  Many 
wounds  must  become  infected  at  the  time  of 
the  first  dressing  or  at  some  subsequent  dress- 
ing. It  should  not  be  impossible  to  accept  the 
fact  that  a wound  that  looks  well  on  the  fifth 
or  sixth  day  and  two  or  three  days  later  be- 
comes infected  should  or  must  have  been  in- 
fected at  the  time  of  the  operation. 

While  infection  of  the  abdominal  wall  usu- 
ally carries  very  little  danger  to  our  patient 
and  results  in  only  a longer  stay  in  the  hos- 
pital with  its  added  expense,  intra-abdominal 
post-operative  infection  has  the  added  picture 
of  calamity. 


Continued  on  page  28 
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We  hear  reports  that  the  Wagner  Health  Act,  in  its  present  form,  is 
dead,  and  we  hope  that  the  reports  are  not  exaggerated. 

If  true,  it  would  seem  that  the  revolutionary  character  and  the  terrific 
expense  of  this  New  Deal  scheme  had  become  apparent  to  Congress. 

But  we  should  not  be  too  sure  that  the  war  is  won,  although  we  may 
justly  consider  that  we  have  been  victorious  in  the  battles  fought  up  to 
date. 

A new  bill  or  bills  will  probably  be  introduced. 

We  are  informed  that  the  American  Medical  Association  and  other 
interested  organizations  will  be  consulted  before  the  legislation  proposed 
is  framed  and  introduced  — in  marked  contrast  to  the  procedure  followed 
in  presenting  the  Wagner  Act. 

It  must  be  remembered  that  the  same  appointive  Federal  officials  still 
head  the  Departments  in  Washington. 

We  wonder  if  they  will  have  charge  of  the  framing  of  a new  Act,  and, 
if  so,  whether  the  sane  and  sensible  principles  contained* in  the  Platform  of 
the  American  Medical  Association  will  have  any  influence  upon  them. 

We  also  wonder  whether  the  principal  objective  of  the  Wagner  Act, 
the  concentration  of  power  in  the  Federal  Departments  will,  in  some  form 
or  other,  be  found  in  the  new  Act. 

It  will  also  be  interesting  to  observe  whether  or  not  the  campaign  of 
attacks  upon  and  persecution  of  organized  medicine  is  continued. 

It  would  seem  to  be  still  true  that  “Eternal  Vigilance  is  the  price  of 
Liberty.” 


George  L.  Pratt,  M.  D., 
President,  Maine  Medical  Association. 
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Editorials 


The  National  Physicians' 
Committee 

That  the  United  States  stands  first  among 
the  great  nations  of  the  world  in  the  achieve- 
ment and  effectiveness  of  its  medicine,  medi- 
cal practice  and  nneqnaled  hospital  service  is 
beyond  rebuttal.  dSTo  little  of  this  effective- 
ness is  due  to  the  fact  that  medicine  has  been 
free  from  hampering  control,  Federal  or 
State,  and  it  cannot  be  stated  too  emphati- 
cally or  too  often  that  the  health,  welfare  and 
safety  of  the  people  of  this  country  depends 
on  the  maintenance  of  this  independence. 
That  this  control  is  in  danger  mnst  be  appar- 
ent to  every  thinking  physician  since  the 
propaganda  efforts  directed  against  organ- 
ized medicine,  the  purpose  of  which  is  to  wil- 
fully destroy  public  confidence  in  American 
Medicine  and  discredit  the  individual  physi- 
cian, so  that  there  can  be  foisted  on  the  conn- 
try  as  a whole  a system  of  controlled  medical 
practice  founded  on  schemes  far  different 
from  the  fundamental  principles  which  have 
brought  American  Medicine  to  the  position 
that  it  now  occupies. 

The  American  Medical  Association  is  not 
and  cannot  properly  be  other  than  an  associa- 
tion devoted  to  the  advancement  of  the  science 
and  art  of  medicine.  As  a scientific  organiza- 
tion it  has  a definite  status  which  properly 
exempts  it  from  income  taxes  and  coming 
under  certain  provisions  of  the  Social  Secur- 
ity Act.  It  may  be  recalled  that  the  associa- 
tion was  recently  forced  to  contest  a ruling 
that  it  was  a business  organization  which  rul- 
ing, had  it  been  sustained,  would  have  im- 
posed a financial  burden  on  the  treasury  of 
great  magnitude.  An  important  fact,  there- 
fore, to  remember  is  if  the  association  under- 
takes real  propaganda,  no  matter  how  honest- 
ly directed  against  proposals  that  threaten 
not  only  its  independence  and  existence,  but 
most  important  of  all,  proposals  that  threaten 
to  disrupt  the  type  of  service  and  its  distribu- 
tion that  are  for  the  best  interests  and  welfare 
of  the  people  of  this  country,  it  is  very  likely 
that  its  status  will  be  changed  from  an  educa- 
tional institution  to  something  else  and  that 


it  will  be  obliged  to  pay  income  taxes  and 
come  under  provisions  of  the  Security  Act. 

The  objectives  of  medicine  under  the  con- 
trol of  the  profession  and  those  dominated 
and  controlled  by  and  for  any  political  group 
engages  at  once  in  direct  conflict.  The  differ- 
ence in  these  objectives  must  become  known 
to  the  people  of  the  United  States  and  it  is 
only  through  and  by  a non-political  and  non- 
profit organization  composed  of  medical  prac- 
titioners, which  can  and  will  cooperate  with 
lay  groups  and  interested  institutions,  that  it 
can  be  shown  beyond  all  doubt  that  the 
charges  of  indifference  of  the  profession  of 
medicine  to  the  vexing  and  worse  problems  of 
today  are  absolutely  without  fact-  or  founda- 
tion. Mot,  only  is  medicine  sympathetic  to  the 
ways  and  means  bv  which  these  problems  be 
solved  or  made  less  onerous  but  it  is  anxious 
to  lend  all  possible  aid  individually  and  col- 
lectively. 

The  personnel  of  the  executive  board  and 
central  committees  of  the  National  Physi- 
cians’ Committee  well  merits  the  confidence 
and  financial  support  of  every  practitioner 
of  medicine  in  the  United  States.  First  and 
foremost  they  are  practitioners  of  medicine, 
they  know  well  its  many  problems  and  anxie- 
ties, and  no  few  have  been  honored  with  offi- 
cial assignments  in  National  and  State  or- 
ganizations. In  a recent  discussion  as  to  the 
advisability  of  this  needed  group  one  gentle- 
man announced  his  willingness  to  shed  his 
life’s  blood  for  organized  medicine  as  repre- 
sented by  the  American  Medical  Association. 
While  such  a spirit  is  most  commendable  it 
might  be  pointed  out  that  cash,  rather  than 
transfusions,  will  be  of  much  more  practical 
value. 


Another  Bureaucratic  Ruling 

Under  a somewhat  recent  edict  from  the 
Treasury  Department  physicians  entering  the 
United  States  from  Canada,  whether  the  visit 
has  been  one  for  personal  pleasure  or  business 
of  a professional  nature,  will  find  themselves 
in  difficulty  with  the  officers  at  the  port  of 
entry  if  they  have  in  their  possession  any 
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drugs  coming  under  the  provisions  of  the 
Harrison  Act.  It  makes  no  difference  wheth- 
er the  physician  has  the  right  by  license  to 
possess  and  dispense  such  drugs  in  his  own 
State  of  residence.  Declaration  that  one  has 
such  drugs,  at  the  port  of  entry,  means  their 
confiscation  ; if  not  declared  the  owner  or  pos- 
sessor is  liable  for  the  penalties  prescribed  for 
the  illegal  possession  of  such  drugs  and  bring- 
ing them  into  the  United  States.  That  such  a 
ruling  is  as  unfair  as  it  is  stupid  hardly  calls 
for  comment.  Physicians  in  Maine,  and 


other  states  bordering  on  Canada,  are  not  in- 
frequently called  across  the  border  and  vice 
versa.  That  such  calls  may  require  the  per- 
sonal administration  of  morphia  is  not  im- 
probable and  it  is  gratifying  to  note,  so  far, 
Canadian  officials  have  yet  to  stigmatize 
physicians  as  potential  criminals  or  dope 
smugglers.  However,  the  above  ruling  is  in 
effect,  physicians  must  guide  themselves  ac- 
cordingly, since  custom  officials  have  nothing 
to  do  but  follow  orders  from  Washington. 


Sulfanilamide  in  Urinary  Infections 


Brandsrup  and  Sindbjerg-Hansen  ( Acta 
Ohstet.  et  Gynec.  Scandinavian,  Stockholm : 
19:  113-246  (Ho.  2),  1939),  (1)  Report 
their  experiences  with  chemotherapy  in  in- 
fections of  the  urinary  tract  in  puerperal 
women.  Observing  pyelitis  in  about  1.5  per 
cent  of  the  puerperal  women  and  pyuria  in 
approximately  10  per  cent  up  to  the  spring  of 
1937  they  employed  pyelol  (a  calcium 
chloride  phenyl  salicylate  preparation)  when 
they  began  the  use  of  sulfanilamide.  439 
cases  were  treated  with  pyelol  and  120  with 
sulfanilamide.  The  patients  who  were  treat- 
ed with  sulfanilamide  were  given  two  tab- 
lets three  times  a day  for  four  days.  With 
this  dose  the  urine  became  free  from  bacteria 
in  73  per  cent  of  the  cases.  In  some  of  the 
remaining  27  per  cent  the  treatment  with 


sulfanilamide  was  continued  another  four 
days  and  in  this  manner  the  percentage  of 
recovery  was  raised  to  88.  Treatment  with 
pyelol  made  the  urine  free  from  bacteria  in 
51  per  cent  of  the  cases.  The  authors  remark 
that  the  superiority  of  sulfanilamide  over 
pyelol  is  also  brief,  inexpensive  and  con- 
venient. Ho  restriction  of  diet  or  water  in- 
take is  called  for  but  since  the  literature  re- 
ports cases,  with  undesirable  secondary  effect 
with  the  same  dosage  they  employed,  they 
stress  the  necessity  of  keeping  patients  under 
observation  for  the  duration  of  the  treatment. 

Editorial  note : The  same  treatment  is  rec- 
ommended in  cases  of  pyuria  in  non-pregnant 
women ; observing  the  suggested  precautions. 
— (1).  Abstract:  Journal  of  the  A.  M.  A., 
September  9,  1939,  Vol.  113,  Ho.  2. 


George  A.  Tibbetts — Continued  from  page  25 


Intra-abdominal  post-operative  infection 
may  take  different  forms  such  as  infection  of 
the  peritoneum  either  local  or  general  or  ab- 
scess formation  which  may  be  either  solitary 
or  multiple  and  at  times  metastatic. 

When  we  are  so  unfortunate  as  to  get  one 
of  these  problem  cases  we  seem  to  be  fully 
aware  of  our  difficulty  for  we  satisfactorily 
answer  the  question  with  the  phrase  “It  prob- 


ably would  have  been  the  procedure  to  have 
drained.” 

In  closing  may  I express  the  hope  that  we 
will  all  recognize  as  early  as  possible  our 
post-operative  wounds  and  give  them  ade- 
quate surgical  treatment  not  only  for  our  own 
satisfaction  but  more  for  giving  our  patient 
a quicker  convalescence,  less  danger  to  the 
tissues  and  a lesser  period  of  suffering. 
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Attention 


To  Members  of  the  Maine  Medical  Association  : 

The  impression  seems  to  prevail  among  Collection  Agencies,  and 
doctors  whom  some  of  them  fleece  regularly  and  effectively,  that  the  Com- 
mittee on  Investigation  of  Collection  Agencies  appointed  by  the  State  Med- 
ical Association  five  years  ago  has  ceased  to  function.  Accordingly, 
solicitors  for  or  representatives  of  such  agencies  have  become  both  bolder 
and  more  numerous  in  our  State,  judging  from  reports  and  inquiries  re- 
ceived, and  sooner  or  later  some  of  our  unsuspecting,  careless  colleagues 
are  certain  to  be  inveigled  into  trying  to  do  business  with  them. 

The  truth  is,  your  Committee  is  thoroughly  alive  and  at  your  service. 
It  stands  ready  at  any  time  to  supply  any  physician  with  a legal  report  con- 
cerning the  business  method  of  any  Collection  Agency  that  may  solicit  his 
accounts.  Legal  opinions  are  given  gratuitously,  but.  to  be  of  greatest 
value,  they  must  be  sought  by  the  physician  before  the  commencement  of 
negotiations  with  an  Agency,  not  after. 

Therefore,  if  ever  you  contemplate  giving  (we  use  the  word  advis- 
edly) your  accounts  to  an  Agency,  before  doing  so,  send  its  name,  address 
and  “literachoor"  to  the  Secretary  of  the  State  Medical  Association  in 
care  of  the  Journal  Office  in  the  Maine  General  Hospital  at  Portland.  As 
speedily  as  possible  all  pertinent  information  for  your  guidance  will  be 
sent  you  cheerfully.  Don’t  fail  to  avail  yourself  of  it. 

Committee  on  Investigation  of 
Collection  Agencies  of  the 
Maine  Medical  Association. 
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County  News  and  Notes 


Cumberland 

The  152nd  meeting  and  annual  election  of  offi- 
cers was  held  December  8,  1939,  at  the  Eastland 
Hotel.  A varied  clinical  session  was  given  at  the 
Maine  General  Hospital  in  the  afternoon  preceding 
the  meeting  of  the  evening. 

The  following  officers  were  elected  for  the  ensu- 
ing year: 

President — Luther  A.  Brown,  M.  D„  Portland. 

Vice-President — Howard  Hamblen,  M.  D.,  Wind- 
ham. 

Secretary-Treasurer — D.  H.  Daniels,  M.  D., 
Portland. 

Councilors — -Charles  H.  Hunt,  M.  D.,  Harry  S. 
Emery,  M.  D.,  George  A.  Tibbetts,  M.  D. 

Legislative  Committee — Charles  B'.  fSylvester, 
M.  D. 

Committee  on  Outside  Relations  — Roland  B. 
Moore,  M.  D.,  Philip  H.  McCrum,  M.  D„  Richard 
S.  Hawkes,  M.  D. 

Delegates  to  Maine  Medical  Association  Annual 
Session — Frank  A.  Smith,  M.  D„  Ralph  Heifetz, 
M.  D.,  Eugene  H.  Drake,  M.  D„  Theodore  C.  Bram- 
hall,  M.  D.,  Francis  M.  Dooley,  M.  D.,  Franklin  A. 
Ferguson,  M.  D.,  and  Edward  A.  Greco,  M.  D. 

Alternates — Louis  L.  Hills,  M.  D„  Thor  Miller, 
M.  D.,  Gordon  N.  Johnson,  M.  D„  Eugene  E. 
O’Donnell,  M.  D.,  H.  Eugene  Macdonald,  M.  D., 
William  R.  Needelman,  M.  D.,  and  DeForest 
Weeks,  M.  D. 

Harry  Christensen,  M.  D.,  was  elected  to  mem- 
bership and  Milton  S.  Thompson,  M.  D.,  was  ad- 
mitted to  membership  by  transfer  from  the  Suffolk 
County  Medical  Society  of  Massachusetts. 

Grantley  W.  Taylor,  M.  D.,  of  Boston,  discussed 
the  problem  of  carcinoma  of  the  breast  in  a well- 
presented  paper  entitled  The  Management  of  Car- 
cinoma of  the  Breast. 


Milton  S.  Thompson,  M.  D.,  Orthopedist,  of  Bos- 
ton, has  located  at  31  Deering  Street,  Portland,  in 
the  offices  formerly  occupied  by  Dr.  Carl  C.  Corson. 

Dr.  Thompson,  a graduate  of  Harvard  Medical 
School  in  1931,  has  been  in  private  practice  in 
Boston  since  1936,  the  first  two  years  being  asso- 
ciated with  Dr.  M.  N.  Smith-Peterson.  Dr.  Thomp- 
son has  held  the  following  appointments:  Assis- 

tant in  Orthopedic  Surgery  at  the  Massachusetts 
General  Hospital  and  Harvard  Medical  School ; 
Assistant  Surgical  Advisor  at  Harvard  College 
Hygiene  Department  and  Athletic  Association; 
Orthopedic  Consultant  at  the  Free  Hospital  for 
Women,  Lowell  General  Hospital,  State  Prison 
Colony  Hospital,  Medfield  State  Hospital,  and  the 
U.  S.  Marine  Hospital  at  Chelsea.  He  is  a diplo- 
mate  of  the  American  Board  of  Orthopedic  Surgery 
and  of  the  National  Board  of  Medical  Examiners. 


Portland  Medical  Club 

The  annual  meeting  and  banquet  was  held  at 
the  Columbia  Hotel,  December  5,  1939,  at  6.30  P.  M. 
There  were  64  members  and  three  guests  present. 
The  retiring  President,  Dr.  E.  E.  O’Donnell, 
presided. 

Dr.  Alfred  Mitchell,  Jr.,  and  Dr.  John  Allen 
were  made  honorary  members  of  the  Club.  Dr. 
Kenneth  Smith  was  elected  to  membership. 

The  following  officers  were  elected  for  the  ensu- 
ing year: 

President — Dr.  Franklin  Ferguson. 

1st  Vice-President — Dr.  Charles  Gordon. 


2nd  Vice-President — Dr.  Julius  C.  Oram. 

Secretary-Treasurer — Dr.  Alice  Whittier. 

Board  of  Censors — Dr.  Harold  Everett,  Dr.  Oscar 
Johnson,  Dr.  Richard  Hawkes. 

The  orator  was  Dr.  S.  J.  Beach,  who  chose  for 
his  subject,  Medicine  Has  Another  Bear  by  the 
Tail.  He  gave  an  instructive  and  interesting  his- 
tory of  the  development  of  the  American  Board  of 
Ophthalmology  and  showed  how  this  work  paved 
the  way  for  the  later  organization  of  eleven  other 
boards  of  specialties. 

Respectfully  submitted, 

Alice  A.  S.  Whittier, 

Secretary. 


Kennebec 

The  annual  meeting  of  the  Kennebec  County 
Medical  Association  was  held  at  the  Augusta  State 
Hospital,  Thursday,  December  21,  1939. 

Clinical  Session  at  5.00  P.  M.  Presentation  of 
cases  by  members  of  the  Staff. 

Dinner  at  6.30  P.  M.,  which  was  followed  by  a 
business  meeting.  Minutes  of  the  last  meeting 
were  read  and  approved.  The  reports  of  the  Sec- 
retary and  Treasurer  for  1939  were  read  and 
accepted. 

The  application  for  membership  of  Henry  Al- 
mond, M.  D.,  of  Gardiner,  Maine,  was  received  and 
referred  to  the  Board  of  Councilors. 

The  following  members  were  appointed  by  the 
Chair  to  nominate  the  officers  for  the  ensuing 
year:  Frederick  T.  Hill,  M.  D.,  Waterville;  Na- 

poleon Bisson,  M.  D.,  Waterville;  A.  J.  Gingras, 
M.  D.,  Augusta. 

They  reported  as  follows: 

President — Blynn  O.  Goodrich,  M.  D.,  Waterville. 

Vice-President — Roland  L.  McKay,  M.  D„  Augusta. 

Secretary-Treasurer — Frederick  R.  Carter,  M.  D., 
Augusta. 

Councilor  for  three  years — C.  R.  McLaughlin, 
M.  D.,  Gardiner. 

Delegate  to  Maine  Medical  Association  Annual 
Session — Leon  D.  Herring,  M.  D.,  Winthrop. 

Alternate — Napoleon  Bisson,  M.  D.,  Waterville. 

It  was  moved  and  seconded  that  the  by-laws  be 
suspended  and  the  Secretary  cast  one  vote  for  the 
officers  for  the  ensuing  year  which  was  done. 

The  speaker  of  the  evening  was  John  H.  Talbott, 
M.  D.,  Assistant  Physician,  Massachusetts  General 
Hospital,  and  Associate  in  Medicine  at  Harvard 
Medical  School,  whose  subject  was  Water  and  Salt 
Metabolism.  He  presented  a very  interesting  and 
instructive  paper  which  was  followed  by  a general 
discussion. 

There  were  50  members  and  guests  present. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary. 


New  Members 

Cumberland 

Harry  Christensen , M.  D.,  Portland,  Maine. 
Milton  S.  Thompson,  M.  D.,  Portland,  Maine. 


Removal  Notices 

W.  H.  Kelly,  M.  D. 

From  Biddeford,  Maine 
To  Waterboro,  Maine. 

L.  A.  Parr  ell  a,  M.  D. 

From  Lewiston,  Maine 
To  North  Haven,  Connecticut. 
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Charles  Melville  Bisbee,  M.  D., 

1848-1939 

Doctor  Charles  Melville  Bisbee  was  born  in  Can- 
ton, Maine,  on  November  21,  1848,  the  son  of 
Daniel  and  Philindia  Lombard  Bisbee.  He  was 
educated  in  the  public  schools  of  Canton,  Farming- 
ton  Normal  School  and  received  his  M.  D.  degree 
from  the  Medical  School  of  Maine,  Bowdoin  Col- 
lege, in  1871.  He  was  a veteran  of  the  Civil  War. 
Shortly  after  he  graduated  from  Bowdoin  he  start- 
ed to  practice  medicine  in  the  town  of  Peru  where, 
with  his  first  wife,  who  was  Ella  R.  Tucker,  he 
resided  for  one  year.  He  then  moved  to  West 
Sumner,  remaining  there  until  the  development  of 
Rumford  Falls. 

Doctor  Bisbee  represented  the  highest  type  of 
the  family  doctor.  He  was  an  ardent  student  and 
even  though  busily  engaged  in  practice  he  always 
found  time  to  keep  up  with  the  changes  in  the 
medical  profession  by  diligent  study.  He  was  an 
exceptionally  good  general  practitioner.  His  abil- 
ity for  diagnosing  cases  was  remarkable.  He  was 
especially  skillful  in  the  treatment  of  typhoid 
fever  and  pneumonia. 

He  practiced  medicine  63  years.  He  was  award- 
ed the  honorary  fifty-year  gold  medal  by  the  Maine 
Medical  Association  at  the  termination  of  his  fifty 
years  of  practice.  He  retired  from  practice  about 
seven  years  ago. 

He  was  a member  of  the  Oxford  County  Medical 
Association,  the  Maine  Medical  Association  and 
the  American  Medical  Association.  He  was  on  the 
staff  of  the  Rumford  Community  Hospital  until 
he  retired  from  practice.  He  was  a Knight  Tem- 
plar, Shriner,  member  of  the  Knights  of  Pythias 
and  of  the  Odd  Fellows. 

He  is  survived  by  his  widow,  Mrs.  Burt  Emma 
Maddocks  Bisbee,  and  two  sons  by  his  first  mar- 
riage— Chester  of  Derry,  N.  H„  and  Harlan,  a pro- 
fessor in  the  State  College  at  Durham,  N.  H. 

Eugene  M.  McCarty. 


John  Garfield  Potter,  M.  D., 

1879-1939 

Born  in  Limestone,  Maine,  the  son  of  George  H. 
and  Jane  Morgan  Potter,  Doctor  Potter  obtained 
his  early  education  in  the  grade  schools  of  Monti- 
celio,  graduated  from  Ricker  Classical  Institute  in 
Houlton  in  1901,  and  received  his  M.  D.  from  Bow- 
doin Medical  School  in  1908,  where  he  was  a mem- 
ber of  Alpha  Kappa  Kappa  medical  fraternity.  His 
entire  professional  life  was  spent  in  Houlton, 
where  he  was  associated  for  27  years  in  practice 
with  the  late  Doctor  F.  W.  Mann. 

Secretary-Treasurer  of  the  Aroostook  County 
Medical  Society  from  1919  to  1930,  he  served  as  its 
president  in  1932-1933.  He  served  as  councilor  for 
the  sixth  district  of  the  Maine  Medical  Association 
from  May,  1934,  to  January,  1935,  when  he  was 
reluctantly  forced  to  resign  owing  to  ill  health. 
For  several  years  he  was  treasurer  of  the  Aroos- 
took General  Hospital  and  for  many  years  a mem- 
ber and  president  of  the  board  of  trustees  of 
Ricker  Classical  Institute  and  Junior  College.  In 
December,  1917,  he  entered  the  medical  corps  of 
the  United  States  Army,  went  overseas  in  July, 
1918,  where  he  was  attached  to  Base  Hospital  53 
in  Langres  until  July,  1919.  He  left  the  service 
with  grade  of  captain  and  continued  his  interest  in 
the  Maine  National  Guard,  with  the  rank  of  major, 
until  he  retired  in  1935. 

Obtaining  his  education  by  no  stint  of  hard  work 
and  great  personal  sacrifice,  Doctor  Potter  appreci- 
ated the  problems  of  the  many  young  people  he 
came  in  contact  with  and  many  a discouraged 
youngster  received  most  helpful  advice  and  greatly 
needed  material  assistance.  He  will  be  sincerely 
missed  by  his  many  friends  in  and  out  of  his  pro- 
fession and  especially  so  in  his  school  and  church 
affiliations. 

He  is  survived  by  his  widow,  Evelyn  Haskell 
Potter,  whom  he  married  in  June.  1910,  a daughter, 
Phyllis,  a freshman  in  Colby  College,  an  adopted 
son,  Richard,  and  a brother,  the  Rev.  James  M. 
Potter  of  East  Glastonbury,  Connecticut. 
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Notices 


The  North  Carolina  Medical  Journal 

Recognizing  the  need  and  value  of  its  own  State 
Journal  the  Medical  Society  of  the  State  of  North 
Carolina  soon  will  begin  the  publication  of  the 
North  Carolina  Medical  Journal.  Wingate  M.  John- 
son, M.  D.,  of  Winston-Salem,  is  Editor,  with 
T.  W.  M.  Long,  M.  D.,  of  Roanoke  Rapids  as  Sec- 
retary and  Business  Manager.  Congratulations  to 
the  members  of  the  society  on  their  venture  and 
their  official  selections. 


International  College  of  Surgeons 

The  United  States  Chapter  of  the  College  will 
hold  its  fourth  assembly  in  Venice,  Florida,  Febru- 
ary 11-14.  General  information  regarding  the  ses- 
sion can  be  obtained  from  Dr.  Fred  H.  Albee, 
Chairman,  57  West  57th  Street,  New  York  City. 


State  of  Maine 

Board  of  Registration  of  Medicine 

Adam  P.  Leighton,  M.  D„  Secretary 

List  of  Physicians  licensed  in  Maine,  November 
15,  1939: 

Karl  V.  Anderson,  M.  D.,  Central  Maine  General 
Hospital,  Lewiston,  Maine  (Tufts,  1939). 

Samuel  Bachrach,  M.  D.,  Memorial  Hospital, 
Worcester,  Massachusetts  (Tufts,  1938). 

Kenneth  C.  Banting,  M.  D.,  Elmira,  New  York 
(Univ.  Western  Ontario,  1932). 


Henry  A.  Braun,  M.  D„  Augusta,  Maine  (Boston 
Univ.,  1939). 

Dexter  J.  Clough,  2nd,  M.  D.,  Eastern  Maine 
General  Hospital,  Bangor,  Maine  (Univ.  of  Penn., 
1939). 

Paul  Elliott  Floyd,  M.  D.,  Maine  General  Hospi- 
tal, Portland,  Maine  (Harvard,  1939). 

Norman  M.  Jackson,  M.  D.,  Central  Maine  Gen- 
eral Hospital,  Lewiston,  Maine  (Albany  Medical, 
1939). 

John  Colby  Myer,  M.  D.,  Providence,  Rhode 
Island  (Hahnemann  Medical,  1939). 

Helen  C.  Provost,  M.  D.,  Augusta,  Maine  (Boston 
Univ.,  1935). 

William  D.  Reid,  M.  D.,  Newton,  Massachusetts 
(Harvard,  1909). 

John  Eldrid  Smith,  M.  D.,  Brooklyn  Cancer  In- 
stitute, Brooklyn,  New  York  (Univ.  of  Vermont, 
1937). 

Cornelia  B.  Walker,  M.  D.,  Portsmouth,  New 
Hampshire  (Columbia  Univ.,  1934). 

Thomas  B.  Walker,  M.  D.,  Portsmouth,  New 
Hampshire  (Columbia  Univ.,  1933). 

Through  Reciprocity 

Wilfrid  J.  Comeau,  M.  D.,  Massachusetts  General 
Hospital,  Boston,  Massachusetts  (Harvard,  1933). 

Bernard  Diamond,  M.  D.,  Brooklyn,  New  York 
(Univ.  of  Edinburgh,  Scotland,  1937). 

Henry  Bayard  Finks,  M.  D.,  Portland,  Maine 
(Univ.  of  Vermont,  1937). 

Byron  M.  Harman,  M.  D.,  Essex  Co.  San., 
Verona,  New  Jersey  (Univ.  of  Penn.,  1917). 

Milton  Strong  Thompson,  M.  D„  Boston,  Massa- 
chusetts (Harvard,  1931). 


Panel  Discussions  Available 


The  following  panel  discussions  are  available  for 
County  Medical  Society  programs.  Application  for 
these  should  be  made  to  the  Chairman  well  in  ad- 
vance, if  possible,  so  that  arrangements  can  be 
made  for  presentation. 

Pneumonia , F.  T.  Hill,  M.  D.,  Waterville,  Chair- 
man. 

Cardio-Renal  Diseases,  E.  E.  Holt,  Jr.,  M.  D., 
Portland,  Chairman. 

Fractures,  Allan  Woodcock,  M.  D.,  Bangor, 
Chairman. 


Acute  Appendicitis,  F.  H.  Jackson,  M.  D.,  Houl- 
ton.  Chairman. 

Clinico-Patliological  Discussion,  Julius  Gottlieb, 
M.  D.,  Lewiston,  Chairman. 

Thoracic  Surgery,  George  Young,  M.  D.,  Skow- 
hegan,  Chairman. 

Blood  Dyscrasias,  L.  H.  Smith,  M.  D.,  Winter- 
port,  Chairman. 

Convulsions,  T.  A.  Foster,  M.  D.,  Portland, 
Chairman. 

Management  of  Brain  Dijuries,  Howard  F.  Hill, 
M.  D.,  Waterville,  Chairman. 


Your  Membership  expired  December  31,  1939 
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Book  Reviews 


“ Modern  Medicine  in  the  United  States — 
Past  Achievements  and  Solution  of 
Present  Day  Problems” 

By  S.  Adolphus  Knopf,  M.  D.,  New  York. 

Dr.  Knopf  tackled  a hard  job  and  has  done  a 
good  one.  It  is  a sane  and  sensible  presentation  of 
facts  regarding  the  achievements  of  AMERICAN 
MEDICINE  and  he  has  made  a most  commendable 
effort,  with  success,  in  marshaling  the  abundant 
evidence,  which  if  read  and  understood  by  the 
public  at  large,  would  go  far  in  overcoming  some 
of  the  vicious  and  unfair  propaganda  directed 
against  the  profession  as  a whole  with  the  obvious 
intent  to  disparage  the  individual  practitioner.  He 
has  rendered  a signal  service  to  the  public  and  the 
profession  in  this  monograph.  Copies  can  be  ob- 
tained from  the  author:  Dr.  S.  Adolphus  Knopf, 
16  West  95th  St.,  New  York. 


“ Accepted  Foods  and  Their  Nutritional 
Significance ” 

This  book  will  be  a welcome  reference  for  all 
who  are  interested  in  securing  authoritative  in- 
formation about  foods.  Today  the  profession  is 
faced  with  a multiplicity  of  processed  and  fabri- 
cated foods,  all  widely  advertised,  but  on  which  it 
has  little  to  go  except  the  claims  of  those  inter- 
ested in  their  sale  and  manufacture.  Published 


under  the  auspices  of  the  Council  on  Foods  of  the 
American  Medical  Association  the  book  provides 
the  opinions  of  that  body  on  many  topics  of  nutri- 
tion, dietetics,  etc.  The  book  comes  in  an  attrac- 
tive cloth  binding  of  512  pages,  5 Y»  x 8%  inches, 
and  can  be  obtained  from  the  American  Medical 
Association.  The  price  is  $2.00. 

“Functional  Disorders  of  the  Foot — Their 
Diagnosis  and  Treatment” 

By  Frank  D.  Dickson,  M.  D.,  F.  A.  C.  S.  Ortho- 
pedic Surgeon,  St.  Luke’s,  Kansas  City  General, 
and  Wheatley  Hospitals,  Kansas  City,  Missouri; 
Providence  Hospital,  Kansas  City,  Kansas;  and 
Rex.  L.  Diveley,  A.  B„  M.  D.,  F.  A.  C.  S.  Orthopedic 
Surgeon,  St.  Luke’s,  Kansas  City  General,  Re- 
search, and  Wheatley  Hospitals,  Kansas  City,  Mis- 
souri; Providence  Hospital,  Kansas  City,  Kansas. 
202  Illustrations.  Published  by  J.  B.  Lippencott 
Company,  Philadelphia,  Pa.,  1939.  Price,  $5.00. 

Functional  foot  disorders,  whether  they  are  due 
to  deformities,  defective  foot  balance,  improperly 
fitting  shoes,  or  wearing  of  foot  wear  entirely  un- 
suitable for  the  maintenance  of  comfort  and 
health,  though  stylish  or  in  season,  bring  many 
persons  into  the  doctor’s  office.  However,  many  of 
them  leave  it  again  more  or  less  unsatisfied  but 
with  the  recommendation  to  see  a shoe  expert  or 
a foot  specialist.  Many  of  the  afflictions  to  which 


SILVER  PICRATE  QYHetk\ 


^“Treatment  of 
Acute  Anterior 
Urethritis  with 
Silver  Picrate,” 
Knight  and  She- 
lanski,  American 
Journal  of 
Syphilis,  Gon- 
orrhea and  Ve- 
nereal Diseases, 
Vol.  23,  No.  2, 
pages  201-206, 
March,  1939. 


has  shown  a 

CONVINCING  RECORD  OF  EFFECTIVENESS 
in  ACUTE  ANTERIOR  URETHRITIS 
due  to  Neisseria  gonorrheae 

The  record  is  based  on  rigid  clinical  and  laboratory  signs  before 
and  after  treatment.* 

1.  Fresh  smear  3.  Acid  formation  in  maltose 

2.  Fermentation  of  dextrose  4.  Agglutination  test 

5.  Alkali  solubility  test 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite 
chemical  combination  with  picric  acid.  Dosage  form  for  use  in 
Anterior  Urethritis:  Wyeth’s  Silver  Picrate  Crystals  used  in  an 
aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genito-urinary  and  gyneco- 
logical practice  will  be  mailed  on  request. 


JOHN  WYETH  AND  BROTHER,  INC.  • PHILADELPHIA,  PA. 
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the  human  foot  is  subject  in  infancy,  adoles- 
cence, adulthood  and  advanced  age  can  and  should 
be  treated  by  the  physician  and  surgeon.  The 
authors  of  this  volume  present  a complete  textbook 
dealing  with  the  functional  disorders  of  the  foot. 
Elaborating  on  Dr.  Dudley  Morton’s  famous  mono- 
graph entitled,  “The  Human  Foot,”  they  enter 
upon  anatomic,  physiologic  and  pathologic  descrip- 
tions of  the  foot  at  various  ages  with  special  ref- 
erence to  the  causes  of  and  treatment  for  various 
forms  of  foot  imbalance.  Following  these  there  are 
several  chapters  dealing  with  affections  of  the 
toes  proper,  the  nails,  the  skin,  the  bones  of  the 
foot  as  well  as  the  constitutional  diseases  which 
often  affect  the  foot  seriously.  In  conclusion,  there 
is  a chapter  on  foot  strapping  and  one  on  foot 
exercises. 

Books  on  medical  subjects  with  special  reference 
to  the  foot  and  its  afflictions  almost  invariably 
show  that  “foot  troubles”  are  almost  as  great  a 
source  of  human  suffering  and  discomfort  as  are 
the  various  forms  of  “rheumatism”  and  it  is  diffi- 
cult to  understand  why  the  lay  specialists  should 
receive  so  much  of  this  type  of  clientele  year  after 
year.  The  applications  of  medical  and  surgical 
remedial  measures  to  the  human  foot  belong  within 
the  domain  of  the  medical  doctor  and  he  is  well 
qualified  educationally  to  serve  our  foot  sufferers 
and  enforce  hygienic  measures  to  prevent  ailments 
due  to  neglect  of  various  sorts. 


“ Principles  of  Chemistry — An  Introduc- 
tory Textbook  of  Inorganic,  Organic, 
and  Physiological  Chemistry  for 
Nurses  and  Students  of  Home 
Economics  and  Applied 
Chemistry ” 

WITH  LABORATORY  EXPERIMENTS 
By  Joseph  H.  Roe,  Ph.  D.,  Professor  of  Biochem- 
istry, School  of  Medicine,  George  Washington  Uni- 
versity; Formerly  Instructor  in  Chemistry,  Gen- 
eral School  of  Nursing,  Washington,  D.  C.  Fifth 
Edition.  Published  by  The  C.  V.  Mosby  Company, 
St.  Louis,  1939.  Price,  $3.00. 

To  all  appearances  the  preceding  editions  of  this 
work  have  been  well  received.  This  new,  fifth, 
edition  deserves  as  much.  The  author  has  planned 
to  present  the  fundamental  principles  and  the 
most  important  phases  of  interest  to  nurses,  etc., 
of  inorganic,  or  organic,  and  of  physiological  and 
clinical  chemistry.  In  addition,  he  presents  a series 
of  laboratory  experiments  designed  to  supplement 
the  theoretical  part  of  the  various  phases  of  chem- 
istry as  outlined  in  the  first  and  major  part  of  the 
book.  Not  only  normal  or  natural  chemical  proc- 
esses are  described,  but  whenever  possible  patho- 
logical variations  are  explained  and  their  meanings 
interpreted.  The  chapters  on  physiological  chem- 


istry and  nutrition  render  the  text  applicable  to 
instruction  in  dietetics,  nutrition,  etc.  The  con- 
siderable amount  of  revision  and  addition  of  newer 
material  make  this  a truly  up-to-date  text.  The 
unusually  difficult  task  of  writing  plainly  and  brief- 
ly on  a large  variety  of  subjects  for  a variety  of 
students  is  well  performed. 


“ The  Health  Insurance  Doctor — His  Role 
in  Great  Britain,  Denmark 
and  France ” 

By  Barbara  N.  Armstrong,  A.  B.,  J.  D.,  Ph.  D. 

Published  by  The  Princeton  University  Press, 
Princeton,  N.  J.,  1939.  Price,  $3.00. 

The  trials  and  tribulations,  worries  and  cares  of 
the  physicians  of  such  countries  as  Great  Britain, 
Denmark  and  France,  who  are  called  upon  to  treat 
their  patients  according  to  public  health  insurance 
rules  and  regulations,  are  many  and  varied.  Never- 
theless, the  Danish  and  British  plans,  after  50  and 
25  years,  respectively,  of  existence  seem  to  be 
working  with  sufficient  efficiency  and  remunera- 
tive success  that  the  physicians  in  general  seem 
to  enjoy  a certain  amount  of  contentment  and 
security  from  their  practice.  The  French  system, 
having  been  in  existence  for  only  about  ten  years 
and  based  on  theories  somewhat  at  variance  with 
the  former,  does  not  seem  to  enjoy  the  same  de- 
sired smoothness  of  operation  as  is  characteristic 
of  the  other  two.  Even  though  the  French  system 
promises  greater  freedom  in  the  choice  of  estab- 
lishing desirable  physician-patient  relationship 
theoretically,  practically  this  has  not  yet  been 
accomplished  to  anywhere  near  the  same  degree 
of  perfection  as  in  the  Danish  and  the  English 
systems. 

The  author  of  the  book  under  review  has  com- 
piled a comprehensive,  exhaustive  survey  of  the 
public  health  insurance  problems  as  they  affect  the 
physician,  the  patient,  and  the  community  in 
which  they  live.  It  is  shown  how  conflicting  com- 
plexities which  threatened  the  successful  execu- 
tion of  these  health  service  systems  during  the 
early  years  of  their  existence  have  been  greatly 
simplified  by  well-reasoned-out  improvements  by 
way  of  administrative  re-alignments.  However, 
no  matter  how  far  this  simplification  is  carried, 
the  panel  system  of  practice  of  medicine  is  never 
simple,  certainly  it  is  not  as  simple  as  ordinary 
private  practice,  neither  is  it  as  complicated  as 
many  general  practitioners  here  fear.  But  simple 
or  complex,  the  practice  of  medicine  under  the 
various  Health  Insurance  plans  seems  to  provide 
for  more  physicians  a better  average  income  than 
does  general  practice.  Whether  America  will 
make  use  of  such  a system  or  not,  everyone  who 
is  desirous  of  knowing  what  it  means  in  theory 
and  in  practice  will  find  a wealth  of  reliable  in- 
formation in  this  book. 
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Multiple  Sclerosis  (Disseminated  Sclerosis) 

AS  SEEN  IN  PRIVATE  AND  HOSPITAL  PRACTICE 
By  Charles  W.  Steele,  A.  B.,  M.  A.,  M.  D.,  and  Everett  C.  Higgins,  M.  D.,  Lewiston,  Maine 


At  the  outset,  the  authors  wish  to  state  that 
the  purpose  of  this  paper  is  to  emphasize 
the  frequency  with  which  cases  of  multiple 
sclerosis  appear  in  private  and  hospital  prac- 
tice and  to  call  attention  to  some  of  the  more 
common  early  signs  and  symptoms  of  this 
disease  syndrome.  By  so  doing,  it  is  hoped 
that  the  general  practitioner  may  be  assisted 
in  making  an  earlier  correct  diagnosis  when 
such  cases  first  present  themselves  to  him,  as 
they  usually  do,  for  examination  and  treat- 
ment. Multiple  sclerosis  is  one  of  the  most 
common  of  the  major  neurological  disorders 
seen  in  general  practice,  and  yet  it  is  as  fre- 
quently unrecognized  or  misdiagnosed.  De- 
spite the  fact  that  the  seven  cases  presented 
below  were  far  advanced  and  the  majority 
had  seen  several  doctors  previously,  the  na- 
ture of  their  disorder  had  apparently  been 
unrecognized  when  they  presented  themselves 
for  study. 

Since  this  paper  has  been  prepared  pri- 
marily for  presentation  to  the  busy  general 
practitioner  of  medicine  who  is  rarely  inter- 
ested in  a long  review  of  literature  or  in  a 
learned  debate  over  the  virtues  of  the  numer- 


ous theories  concerning  the  etiology  of  this 
disease,  the  authors  have  purposely  included 
only  such  essential  points  about  the  etiology, 
pathology,  signs  and  symptoms  as  seem  neces- 
sary for  a working  knowledge  of  this  disease. 
Therefore,  no  attempt  has  been  made  here  to 
review  the  voluminous  literature  on  the  sub- 
ject. Any  reader  who  is  interested  in  such  a 
review  is  referred  to  an  excellent  paper  by 
Brain,1  published  in  1929. 

The  lesions  of  multiple  sclerosis  were  first 
pictured  by  Cruverlhier2  over  one  hundred 
years  ago.  Charot3  described  the  disease 
more  fully  in  1863  and  emphasized  the  now 
famous  test  book  triad  of  signs — “intention 
tremor,”  “nystagmus”  and  “scanning  speech,” 
as  pathognomonic  of  this  disorder.  Bourne- 
ville  and  Guerard4  published  their  important 
monograph  on  multiple  sclerosis  in  1869. 
Since  then  the  literature,  especially  in  Ger- 
man, has  been  voluminous ; but  very  little 
appeared  in  American  publications  until  the 
beginning  of  this  century. 

The  etiology  of  this  disease  still  remains 
in  doubt  despite  the  recent  interesting  ex- 
perimental production  of  areas  of  demyelina- 


3 6 


The  Journal  of  the  Maine  Medical  Association 


tion  in  the  brain  and  spinal  cord  of  animals 
by  the  injection  of  tetanus  toxin  (Putnam)5 
and  by  potassium  cyanide  (Feiraro)6.  Brick- 
ner,7  on  the  other  hand,  has  presented  evi- 
dence to  show  that  there  are  lipase  enzymes  in 
the  blood  serum  of  patients  with  disseminated 
sclerosis,  which  enzymes  he  believes  may  be 
responsible  for  the  production  of  the  areas 
of  demyelinization  in  the  brain  and  cord. 
Numerous  other  etiological  agents  such  as 
lead,  toxins  of  various  types,  spirochaeta,  en- 
cephalitis, etc.,  have  been  advanced  by  as 
many  investigators.  Some  of  the  earlier 
theories  have  been  discussed  by  Brain1  in  his 
Critical  Review,  while  some  of  the  more  re- 
cent are  presented  by  Putnam8  in  his  paper 
on  Etiological  Factors  in  Multiple  Sclerosis. 

There  is  much  more  definite  knowledge 
about  the  pathology  of  multiple  sclerosis. 
Ample  microscopic  evidence  exists  to  show 
that  this  disorder  is  the  result  of  patchy  dis- 
integration of  the  myelin  sheaths  which  cover 
the  nerve  fibres  in  the  white  matter  of  the 
brain  and  spinal  cord,  including  the  optic 
nerves.  The  most  extensive  damage,  how- 
ever, usually  falls  upon  the  pyramidal  tracts 


of  the  spinal  cord  and  the  cerebellar  connec- 
tion. 

The  principal  clinical  manifestations  of 
multiple  sclerosis  are  accurately  predictable 
from  this  knowledge  of  the  pathology  as ; 
weakness  of  the  upper  motor  neurone  type 
and  incoordination  of  the  voluntary  move- 
ments. These  find  expression  in  the  form 
of  nystagmus,  slurred  speech,  intention  tre- 
mor of  the  extremities,  spastic  and  ataxic 
gait,  hyperactive  tendon  reflexes  and  bilateral 
Babinski  signs  (extension  plantar  responses). 
The  abdominal  reflexes  are  usually  lost  soon 
after  the  onset  of  the  disease.  Not  uncom- 
monly optic  nerve  changes  appear  early  in 
the  form  of  unilateral  retrobulbar  neuritis 
with  its  resultant  primary  optic  atrophy  and 
blindness.  Late  in  the  course  of  the  disease 
there  may  be  interference  with  bladder  con- 
trol which  may  give  rise  either  to  precipitant 
or  to  delayed  micturition. 

A number  of  eminent  neurologists  have 
tabulated  the  frequency  with  which  they  have 
found  some  of  these  better  known  signs  and 
symptoms  amongst  their  patients  with  dis- 
seminated sclerosis.  The  following  table  lists 
their  findings : 


Birley  and 
Drudgeon9 

Bohmig10 

Marquezy11 

Sachs  and 
Friedman12 

Lack  of  emotional  control 

51.4 

17 

Scanning  or  ataxic  speech 

28.6 

16.3 

21 

36 

Diplopia 

34.3 

34 

29 

Vertigo 

51.4 

39 

8.25 

Paraesthesias 

82.6 

13.2 

75 

30 

Pallor  of  optic  discs 

57.6 

33 

54 

32.6 

Nystagmus 

74.3 

56.2 

70 

70 

Signs  of  cerebellar  defect 

42.6 

50 

Intention  tremor 

42.6 

41.5 

34 

55.3 

Absent  abdominal  reflexes 

77.1 

64.1 

68 

Sphincter  disturbances 

71.4 

26 

40 

40 

Ataxic  or  spastic  ataxic  gait 

51.4 

83 

43.2 

Spastic  weakness  of  lower  limbs 

45.9 

77.6 

81.7 

Extensor  plantor  reflexes 

91.4 

99 

78.3 

Vibration  sensibility  (tuning  fork) 

60.8 

32 

* 

Cutaneous  sensibility  (touch) 

31.4 

16.3 

Postural  sensibility 

65.7 

17 
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One  is  immediately  impressed  by  the  wide 
variation  in  the  frequency  with  which  these 
common  signs  and  symptoms  were  noted  by 
the  authors  in  the  four  separate  groups  of 
cases  they  tabulated.  This  should  not  be  sur- 
prising since  it  is  well  known  that  the  par- 
ticular symptoms  and  signs  presented  by  any 
given  patient  with  multiple  sclerosis  will  de- 
pend entirely  upon  the  number  and  location 
of  the  demyelinated  patches  in  the  brain  and 
spinal  cord,  and  on  whether  or  not  the  patient 
is  having  an  exacerbation  or  a remission  of 
his  disease  when  the  study  is  made. 

In  order  that  these  variations  in  the  clini- 
cal picture  may  be  more  fully  illustrated,  the 
authors  wish  to  present  briefly  the  case  his- 
tories of  seven  patients  with  multiple  sclero- 
sis. These  records  were  taken  from  the 
authors’  private  and  hospital  files. 

Case  Ho.  1 

Mr.  C.  D.  Age  49 ; married,  white,  last- 

maker. 

C.  C.:  Unsteadiness,  weakness  and  numb- 

ness of  the  legs. 

P.  I. : The  present  illness  began  six  years 
ago  with  the  onset  of  numbness  and  tin- 
gling sensations  in  the  fingers  and  toes, 
which  symptoms  lasted  only  a short  time. 
Five  years  ago  this  patient  slipped  and 
fell,  injuring  the  left  large  toe.  Shortly 
thereafter,  he  noticed  that  he  was  unsteady 
on  his  feet  and  that  his  lower  legs  again 
felt  “numb  and  dead”  from  the  knees 
down.  The  history  of  this  case  during  the 
ensuing  five  years  has  been  that  of  re- 
peated exacerbations  and  remissions  of 
these  various  symptoms.  During  the  in- 
terim he  has  grown  slowly  but  progres- 
sively worse,  as  his  legs  have  become  in- 
creasingly spastic  and  weaker  and  the 
“dead  feeling”  and  “numbness”  has  spread 
slowly  upward  until  the  entire  leg  on  each 
side  and  the  lower  trunk  have  become  af- 
fected. There  has  been  difficulty  with 
starting  the  urinary  stream  and  increasing 
constipation  for  two  years.  The  patient 
has  noted  some  dull  girdle  pain  and  invol- 
untary twitching  of  the  legs  at  night. 
Clonus  of  the  ankles  and  lower  legs  has 
been  experienced  at  intervals  for  several 


months  and  has  been  worse  whenever  there 
have  been  exacerbations.  More  recently 
there  has  been  emotional  instability,  irri- 
tability and  mental  deterioration.  His  diet 
has  always  been  deficient  in  meat  because 
he  has  never  liked  it.  Since  the  onset  of 
the  present  illness  his  appetite  has  been 
poor  most  of  the  time  and  he  has  been  de- 
ficient in  calories  as  well  as  in  vitamins 
and  meat. 

P.  H.  System  History : Patient  gave  no  his- 
tory of  double  vision,  scanning  speech, 
temporary  paralysis,  sore  tongue,  diarrhea 
or  primary  luetic  infection.  A right  in- 
guinal hernia  was  repaired  in  1904.  The 
patient  had  what  was  diagnosed  as  “rheu- 
matism” in  his  feet  twenty  years  ago, 
while  he  was  in  the  United  States  Army 
in  the  Philippines. 

F.  H. : Ho  one  in  the  family  has  had  a simi- 
lar illness. 

Physical  Examination : The  patient  was  well 
developed  and  fairly  well  nourished  and 
was  in  no  pain  or  distress.  Temperature 
was  101°,  pulse  88.  Optic  nerve  heads, 
fundi,  mouth,  pharynx,  heart,  lungs,  ab- 
domen, genitals  and  prostate  were  nega- 
tive. Extra-occular  motions  were  normal 
and  visual  fields  were  not  grossly  nar- 
rowed. There  was  no  scanning  of  speech. 
Rectal  sphincter  had  normal  tone.  Ex- 
tremities showed  no  edema  or  evidence  of 
muscle  atrophy.  The  sensations  of  touch, 
pain  and  temperature  were  not  altered. 

The  patient’s  gait  was  spastic  ( stiff  and 
spasmodic)  and  ataxic  (unsteady).  Posi- 
tive neurological  signs  included : nystag- 
mus in  all  directions  (rhythmic  oscillation 
of  the  eyeballs,  either  horizontal,  rotary  or 
vertical)  and  intention  tremor  (tremor 
which  occurs  when  a voluntary  movement 
is  made)  during  exacerbations;  absent  ab- 
dominal reflexes ; diminished  to  absent  crem- 
asteric reflexes;  hyperactive  knee  jerks, 
ankle  jerks  and  patellar  jerks;  ankle  and 
patellar  clonus  (rapid  contraction  and  re- 
laxation of  the  femoral  and  calf  muscles 
when  these  groups  of  muscles  are  put  on 
sustained  tension  by  downward  pressure 
on  the  patella  or  by  dorsal  flexion  of  the 
ankle)  ; positive  Rhomberg  (swaying  of 
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the  body  when  the  subject  stands  with  feet 
together  and  eyes  closed) ; positive  ex- 
tensor plantar  reflexes  (extension  instead 
of  normal  flexion  of  the  great  toe  with 
plantar  flexion  and  fanning  of  the  other 
toes,  as  produced  by  stroking  the  sole  of 
the  foot  (Babinsky  sign),  by  stroking  the 
outer  dorsal  surface  of  the  foot  (Chattnck 
sign),  by  firm  lateral  pressure  on  the  calf 
muscles  (Gordon  sign),  or  by  firm  down- 
ward pressure  and  stroking  of  the  lower 
leg  along  the  anterior  surface  of  the  tibia 
(Oppenheim  sign),  by  flexion  of  the  termi- 
nal phalanx  of  the  thumb  when  the  nail 
of  the  index,  middle  or  ring  finger  is  sud- 
denly nipped  (Hoffman  sign)  and  tuning 
fork  vibration  perception  diminished  in 
the  hands  and  wrists  and  absent  in  the 
lower  legs. 

Laboratory  Data:  Blood  haemoglobin  82%, 
BBC  4,900,000,  WBC  7,900,  polymor- 
phonuclears  70%,  lymphocytes  24%,  and 
mononuclears  6%.  Smear  showed  no  stip- 
pling of  red  cells,  which  were  normal  in 
size  and  shape.  Platelets  were  normal. 
Kahn  was  negative.  Urine— amber,  clear, 
acid,  sp.  gr.  1.020,  albumin  negative, 
sugar  negative,  sediment  negative.  Lum- 
bar puncture— initial  pressure  220  mm.  of 
water,  pulse  oscillations  normal,  jugular 
pressure  rise  and  fall  prompt  and  ade- 
quate. 10  cc.  of  clear,  colorless  fluid  re- 
moved. Final  pressure  reading  140,  cell 
count — Wbc  0,  Rbc  2,  sugar  content  80 
mg.,  protein  28  mg.,  Kahn  negative,  col- 
loidal gold  curve  negative. 

Treatment:  Despite  the  fact  that  this  pa- 
tient had  had  his  trouble  five  years  and 
there  were  many  chronic  changes  in  his 
spinal  cord,  the  authors  elected  to  treat 
him  with  intramuscular  liver  extract.  He 
was  given  an  initial  dose  of  10  cc.  of 
Lilly’s  dilute  liver  extract  and  this  was 
followed  by  a 5 cc.  dose  every  second  day 
for  six  injections.  He  was  then  shifted  to 
a 10  cc.  dose  every  five  days  and  this  was 
continued  for  nine  doses.  This  course 
of  treatment  lasted  from  8/13/35  to 
10/21/35  and  10  cc.  of  liver  was  given 
once  a week  for  another  ten  weeks  and 
then  had  to  be  discontinued  because  of  the 


patient’s  inability  to  purchase  the  neces- 
sary liver.  Ho  vitamin  B1  by  injection  or 
by  mouth  was  used  with  this  course  of 
liver  treatment.  In  the  beginning  the 
patient  showed  definite  improvement,  as 
manifested  by  better  appetite,  increase  in 
his  general  strength,  and  in  his  ability  to 
walk.  This  improvement  continued  until 
10/7/35;  but  then  he  had  a sudden  re- 
lapse as  characterized  by  increased  spas- 
ticity, increased  tremor  of  the  extremities, 
temperature  of  101°,  nystagmus  and 
double  vision.  He  showed  a more  prompt 
recovery  than  usual  after  this  relapse,  but 
he  had  another  slight  set-back  11/1/35. 
He  improved  again  and  did  not  have  an- 
other severe  relapse  until  5/30/37,  over  a 
year  after  liver  was  discontinued. 

Diagnosis:  Multiple  Sclerosis. 

Case  Ho.  2 

Mrs.  W.  S.  Patient  was  a 53-year-old,  mar- 
ried, white,  housewife. 

C.  C.:  Intermittent  crampy  pains  and  stiff- 
ness in  the  legs. 

P.  I.:  Five  years  before  entry  patient  first 
noted  that  her  legs  felt  “dead”  and  “stiff.” 
Following  this  there  was  transitory  blur- 
ring of  vision  and  at  one  time,  double 
vision.  There  were  periods  when  she  had 
pains  in  her  back  and  thighs  which  radi- 
ated down  into  the  front  of  the  legs.  First 
one  and  then  the  other  leg  was  weak.  The 
lower  legs  were  swollen  intermittently. 
Once  there  was  thickness  of  the  tongue  and 
difficulty  with  speech. 

In  April,  1932,  she  was  studied  in  a 
Maine  Hospital.  Examination  then  showed 
nystagmus,  ptosis  of  one  eyelid  and  pa- 
ralysis of  one  external  rectus  muscle. 
Lumbar  puncture  was  done  and  spinal 
fluid  findings  were  negative.  A final  diag- 
nosis was  not  made. 

In  July,  1932,  she  entered  a Massachu- 
setts hospital  for  study.  A basal  metabo- 
lism was  recorded  as  plus  55%  and  a 
subtotal  thyroidectomy  was  done  while  she 
was  in  this  institution.  Her  basal  metab- 
olism fell  to  plus  18  after  operation.  There 
was  no  improvement  in  the  pain  or  in  the 
swelling  of  her  legs.  However,  in  spite 
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of  negative  spine  x-rays  which  included 
those  made  after  lipiodal  injection  into  the 
spinal  canal,  a diagnosis  of  lumbar  arth- 
ritis was  made.  Additional  diagnoses  of 
vitamin  deficiency  and  chronic  myocardi- 
tis appeared  on  her  discharge  record. 

After  she  returned  from  Massachusetts, 
she  continued  to  have  exacerbations  and 
remissions  of  pain  and  stiffness  in  the 
lower  back  and  upper  thighs  and  the 
edema  of  her  legs  kept  recurring.  At  the 
time  of  this  study  in  June,  1936,  she  had 
severe  pain  in  the  left  thigh  and  lower 
back,  stiffness  of  both  lower  legs  with 
flexion  deformity  of  the  lower  legs  on  the 
thighs,  and  edema  of  both  legs  especially 
below  the  knees.  There  was  no  history  of 
sore  tongue  or  of  bladder  or  anal  sphincter 
difficulty.  Her  appetite  was  poor  and  her 
diet  had  been  deficient  in  total  calories  and 
especially  in  vitamins. 

Past  History:  At  the  age  of  21  years,  this 
patient  had  sciatic  rheumatism.  On  the 
hospital  record  it  states  that  the  patient 
had  the  usual  childhood  diseases,  but  these 
were  not  enumerated.  The  remainder  of 
the  patient’s  history  was  negative  except 
for  the  thyroid  operation  in  1932,  and  for 
the  events  which  were  described  in  the 
present  illness. 

Marital  History:  Married  36  years.  Two 
children  were  living  and  well.  Both  were 
Caesarean  section  deliveries. 

Family  History:  Negative. 

Physical  Examination:  Positive  findings  in- 
cluded : nystagmus  of  the  right  eye  on  in- 
ternal rotation,  fine  tremor  of  the  tongue, 
which  was  red  and  smooth  along  the  bor- 
ders and  tip,  absent  abdominal  reflexes, 
stiffness  and  spasticity  of  the  left  leg,  sug- 
gestive left  ankle  clonus,  positive  Babinski 
sign  on  the  left  and  pitting  edema  over 
both  lower  legs  and  ankles.  The  Babinski 
sign  on  the  right  was  equivocal.  The  tun- 
ing fork  vibration  perception  was  absent 
over  both  lower  legs  and  ankles.  The  gait 
was  slow  and  difficult  because  of  spasticity 
of  the  legs.  She  had  constantly  to  support 
and  steady  herself  when  she  tried  to  walk. 
All  other  findings  were  negative,  including 
examination  of  eye  grounds,  heart,  lungs, 


and  abdomen.  Scanning  speech  and  inten- 
tion tremor  were  not  noted. 

Laboratory  Findings:  Basal  metabolism  was 
minus  6%.  Urine  was  negative.  Kahn 
test  was  negative,  N.P.N.  was  22.2  mg°/o. 
Blood  calcium  determination  was  14 
mg.  °/o . Total  serum  protein  was  above  5.2 
gms.  Lumbar  punctures  were  attempted, 
but  were  not  successful  because  of  marked 
lordosis  and  arthritic  changes  of  the  lum- 
bar spine.  (Lumbar  puncture  done  in 
Boston  in  1932,  was  reported  as  negative). 

Progress:  This  patient  improved  slowly  on 
bed  rest,  high  vitamin  diet  and  physio- 
therapy treatments.  She  was  discharged  in 
July,  1936,  free  of  pain  and  able  to  walk 
some  with  help.  Subsequently,  however, 
she  had  a relapse  with  a recurrence  of  the 
pains  in  the  legs  and  re-entered  the  hos- 
pital in  November,  1936. 

Physicians  who  have  studied  this  patient 
have  made  various  diagnoses.  They  in- 
clude : cerebral  or  spinal  muscular  atrophy 
with  hyperthyroidism,  vitamin  deficiency, 
arthritis  and  hyperthyroidism,  etc. 

Our  diagnosis  of  multiple  sclerosis  was 
based  on  the  history  of  exacerbations  and 
remissions  of : transitory  double  vision, 
blurring  of  vision,  nystagmus,  probably 
scanning  speech,  and  of  stiffness  of  the 
legs ; and  on  the  neurological  findings  of : 
nystagmus,  absent  abdominal  reflexes,  ab- 
sent vibration  perception  in  the  legs,  spas- 
ticity of  lower  extremities,  and  positive 
Babinski  and  Romberg  signs. 

Treatment:  This  patient  was  referred  in  for 
diagnosis  from  an  outlying  district  and  the 
authors  did  not  have  the  privilege  of  treat- 
ing this  case. 

Case  No.  3 

Mr  C.  G.  Patient  was  a 44-year-old,  mar- 
ried, white,  steamfitter. 

C.  C.:  Weakness  of  legs  and  unsteadiness  on 

feet. 

P.  I. : About,  four  years  ago,  this  patient  no- 
ticed that  at  times  he  felt  weak.  There 
were  periods  when  sensations  of  numbness 
and  tingling  were  felt  in  the  fingers  and 
feet.  He  had  on  previous  occasions  experi- 
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enced  blurring  of  vision  and  transitory 
double  vision.  Three  years  ago  he  lost 
consciousness  in  a hay  field.  When  con- 
sciousness was  regained  he  noted  that  his 
right  leg  felt  “dead  and  numb”  from  the 
hip  down.  He  has  had  difficulty  in  walk- 
ing and  handling  the  right  leg  since,  for 
when  he  walked  he  dragged  the  right  leg 
and  foot.  During  the  past  two  years  both 
legs  have  become  weak  and  ataxic  and  more 
recently  weakness  of  the  hands  has  also 
developed.  He  has  been  nervous  and  has 
been  much  depressed  to  the  point  of  at- 
tempting suicide.  For  six  months  there 
has  been  increasing  difficulty  in  starting 
the  urinary  stream  and  the  bowels  have  re- 
quired larger  doses  of  laxative.  The  diet 
was  deficient  not  only  in  vitamins  but  in 
amount  and  quality.  Since  the  patient  be- 
came incapacitated  for  work  about  three 
years  ago,  he  and  his  family  have  become 
entirely  dependent  on  the  town  for  food 
and  the  town  allows  them  only  one  dollar 
a week  per  person  for  food.  Even  previous 
to  this  illness  the  patient  ate  a diet  de- 
ficient in  vitamins. 

P.  H. : The  patient  had  whooping  cough, 

measles  and  mumps  in  childhood.  He  had 
pneumonia,  and  an  appendectomy. 

F.  FT.:  Father  died  of  shock  at  the  age  of  68. 
Mother  is  77  and  well. 

Physical  Examination:  Revealed  a tall,  thin, 
middle  aged,  white  male,  who  was  in  no 
distress,  but  who  was  depressed  about  his 
condition.  Temperature  was  98°,  pulse 
was  78  and  respiration  was  20  per  minute. 
Blood  pressure  was  145/90.  Positive  find- 
ings included : ataxic  gait,  positive  Romberg 
sign,  spasticity  of  the  right  leg  with  toe 
drop,  absent  abdominal  reflexes,  slightly 
hyperactive  knee  jerks,  ankle  jerks,  and 
patellar  reflexes,  positive  Babinski,  Gor- 
don, Shattuck  and  Oppenheim  signs  on  the 
left,  and  positive  Gordon  sign  on  the  right. 
The  tuning  fork  perception  was  diminished 
on  the  hands  and  absent  on  the  lower  legs 
and  ankles.  Anal  sphincter  tone  was  di- 
minished. Ataxia  and  intention  tremor 
were  observed  on  the  heel  to  knee  tests. 
Important  negative  signs  at  the  time  of 
examination  included : normal  extra-occu- 


lar  eye  motions,  negative  optic  nerve  heads 
and  eye  grounds,  midline  protrusion  of  the 
tongue,  negative  cranial  nerves  and  normal 
pain,  temperature  and  touch  sensations. 

Laboratory  Data  included : Urine  — clear, 
alkaline,  yellow,  specific  gravity  1.020,  al- 
bumin negative,  sugar  negative,  sediment 
negative.  Blood  — haemoglobin  75  °/o 
(Sahli),  red  blood  count  4,880.000,  white 
blood  count  6,700,  polymorphonuclears 
58%,  lymphocytes  42%,  smear  normal. 
Kahn  and  Kline  Young  tests  negative. 
Stool  negative. 

Lumbar  puncture  showed  initial  pres- 
sure 115  mm.  of  water,  dynamics  normal; 
10  cc.  of  clear  colorless  fluid  removed. 
Final  pressure  was  100  mm.  of  water,  cell 
count  9,  sugar  normal  amount,  globulin 
present,  colloidal  gold  curve  5,443,210,000, 
Kahn  negative. 

Final  Diagnosis:  Multiple  sclerosis. 

Treatment:  This  patient  lives  in  an  outlying 
town  and  the  authors  have  been  unable  to 
supervise  his  treatment.  Furthermore,  he 
has  been  too  poor  to  buy  medicines  of  any 
kind  and  has  been  unable  to  buy  adequate 
food.  ] 

Case  No.  4 

G.  H.  Age  48,  single,  white,  nurse. 

C.  C.:  Stiffness  and  difficulty  in  using  her 
legs. 

P.I.:  In  the  spring  of  1925,  ten  years  be- 
fore her  death,  this  patient  first  began  to 
notice  upon  occasions  in  broad  daylight, 
that  she  would  stumble  and  fall  over  very 
small  objects.  She  complained  also  of  in- 
termittent unsteadiness  on  her  feet.  Dr. 
Solomon  of  Boston,  saw  her  in  1926,  and 
made  a diagnosis  of  multiple  sclerosis.  In 
November,  1931,  she  was  admitted  to  the 
Central  Maine  General  Hospital  with  a 
complaint  of  numbness  of  the  lower  left 
leg  and  of  toe  drop.  There  was  swelling  of 
both  lower  legs  and  feet.  Thereafter,  the 
course  of  her  disease  was  characterized  by 
numerous  exacerbations  and  remissions. 

In  May,  1933,  two  years  before  her  de- 
cease, she  entered  the  hospital  for  the  last 
time,  complaining  of  stiffness  and  inabil- 
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ity  to  use  her  left  leg.  Eventually,  spas- 
ticity, weakness  and  ataxia  of  the  legs  be- 
came very  marked  to  the  point  where  the 
patient  was  unable  to  walk  without  hold- 
ing on  to  objects  in  the  room.  During  the 
last  year  of  her  illness  she  developed  stiff- 
ness, weakness  and  inability  to  coordinate 
the  muscles  of  the  hands  and  arms.  She 
became  partially  incontinent  both  for  urine 
and  feces.  Eventually  the  legs  became 
markedly  edematous  from  the  hips  down. 
There  were  periods  when  her  speech  was 
slurred.  This  patient  never  complained  of 
disturbances  of  sensation  or  of  vision. 
Previous  to  the  onset  of  the  present  illness 
and  for  the  first  five  years  thereafter,  she 
lived  alone  and  prepared  her  own  meals, 
which  were  deficient  in  vitamin  rich  foods 
and  proteins. 

P.  H. : The  patient  had  measles,  chickenpox 
and  mumps  in  childhood.  She  had  scarlet 
fever  at  the  age  of  15  and  pertussis  at  the 
age  of  28  years. 

F.  H. : Irrelevant. 

Physical  Examination  revealed  a well  devel- 
oped and  nourished  female  in  no  pain. 
Positive  findings  included : a spastic  ataxic 
gait,  edema  of  both  legs,  absent  abdominal 
reflexes,  tremor  of  the  hands  on  voluntary 
motion,  bilateral  positive  Babinski  signs 
and  ankle  clonus.  During  exacerbations 
there  was  nystagmus  of  the  eyes  and  scan- 
ning speech.  At  times,  knee  reflexes  were 
hyperactive,  while  at  other  times  they  were 
diminished  or  absent.  Pain  and  tempera- 
ture sensations  were  normal.  Vaginal  ex- 
amination revealed  that  the  patient  had  an 
enlarged  uterus  studded  with  multiple 
nodular  tumors. 

Laboratory  Data:  Urine  (first  hospital  en- 
try) sp.  gr.  1.021,  albumin  SPT,  sugar 
negative,  sediment  showed  numerous  pus 
cells  but  no  red  blood  cells  or  casts.  Urine 
(last  hospital  entry)  sp.  gr.  1.022,  al- 
bumin LT,  sugar  negative,  sediment 
showed  numerous  mis  cells  but  no  red  cells 
or  casts.  JST.P.ET.  was  30  mg.  % Kahn 
and  Kline  Young  tests  were  negative. 
Blood  (11/4/31)  Hgb.  80%,  Rbc 
5,050,000,  Wbc  6,200  Differential  — neu- 


trophils 60%,  lymphocytes  35%,  monu- 
clears  4%,  eosinophils  1%.  Blood 
(5/23/33)  Hgb  90%,  Ptbc  4,280,000, 
Wbc  9.100,  neutrophils  15%,  Lympho- 
cytes 15%,  mononuclears  6%,  eosinophils 
3%,  basophils  1%. 

Course:  From  the  onset  of  the  present  ill- 
ness this  patient’s  course  was  characterized 
by  exacerbations  and  remissions  of  her 
neurological  trouble,  but  this  trend  was 
gradually  a downhill  one.  During  the  last 
month  of  her  life,  she  had  repeated  vaginal 
and  rectal  hemorrhages  and  she  died  as  a 
result  of  this  complication  at  the  age  of 
50  years,  ten  years  after  the  onset  of  the 
first-  symptoms  of  multiple  sclerosis.  Per- 
mission for  post-mortem  examination  could 
not  be  obtained. 

Treatment:  Symptomatic  treatment  only. 

Final  Diagnosis : Multiple  sclerosis.  Uterine 
tumors. 

Case  Ko.  5 

W.  L.  Patient  was  a 50-year-old  white,  mar- 
ried, male. 

C.  C.:  Weakness  of  legs  and  unsteadiness  on 
feet. 

P.  I. : Six  years  ago,  this  patient  had  sudden 
loss  of  vision  in  the  right  eye  which  con- 
dition cleared  up  after  a few  weeks.  Later 
on  he  had  double  vision  when  he  looked 
to  the  left.  Since  the  onset  of  the  present 
illness  the  patient’s  wife  noticed  that  he 
did  not  speak  distinctly  and  that  he  ran 
his  words  together.  Weakness  of  the  left 
leg,  which  first  was  observed  after  exercise 
two  and  one-half  years  ago,  became  pro- 
gressively worse  until  six  months  ago, 
when  stiffness  of  the  legs  and  toe  drop 
manifested  themselves.  Previous  to  the 
present  illness,  he  had  an  adequate  diet 
except  for  milk  and  for  vitamin  B con- 
taining foods. 

P.  H.:  Patient  had  pneumonia  at  age  of  2 
years,  pertussis  at  age  of  8 years  and 
measles  at  age  of  10  years.  A gangrenous 
appendix  was  removed  in  1913  and  he  was 
in  bed  six  weeks  with  it.  System  history 
was  negative.  He  denied  gonorrhea  and 
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primary  luetic  infections.  Thirty  years 
ago  he  had  a bad  fall  striking  the  hack  of 
his  head.  He  was  nauseated  for  two  days 
following  this  fall  and  did  not  feel  well. 

E.  H.  and  M.  H. : Negative. 

Physical  Examination : Important  positive 
findings  included:  lateral  slow  oscillating 
nystagmus  of  the  right  eye,  which  did  not 
follow  the  left  eye  when  the  patient  looked 
from  left  to  right,  absent  abdominal  re- 
flexes, hyperactivity  of  all  other  reflexes, 
definite  spasticity  of  the  left  leg  with  some 
• diminution  in  general  strength  and 
adiadochocinesis.  Babinski,  Oppenheim, 
Gordon,  Shattuck  and  Kernig’s  signs  were 
negative.  Pain  and  temperature  sensations 
were  normal.  Pupils  were  equal  and  re- 
acted to  light.  The  optic  nerve  heads  and 
the  retinae  were  normal. 

Laboratory  Data:  Urine:  specific  gravity 

1.021,  albumin  negative,  sugar  negative, 
sediment  showed  rare  white  blood  cells,  no 
casts.  Blood:  haemoglobin  80%,  red  blood 
count  4,690,000,  white  blood  count  10,000, 
neutrophils  75%,  lymphocytes  21%,  en- 
dothelials  4%.  Kahn  and  Klein  Young 
tests  negative.  Spinal  fluid:  cell  count  2, 
globulin  0,  sugar  normal,  colloidal  gold 
curve  negative,  Kahn  test  negative. 

Diagnosis:  Multiple  Sclerosis.  (This  patient 
was  seen  by  Dr.  Myerson  of  Boston,  Mass., 
who  concurred  in  the  diagnosis.) 

Treatment:  Five  years  ago,  one  of  the 

authors  advised  this  patient  to  give  up  his 
city  position  and  buy  a small  farm,  which 
advice  he  followed.  Since  going  to  the 
country  he  has  been  outside  in  the  fresh 
air  and  sunshine  much  of  the  time  each 
day.  His  diet  lias  consisted  of  plenty  of 
good  food,  adequate  in  all  respects,  except 
possibly  in  vitamin  B content. 

Course:  This  patient  has  done  the  best  of 
all  of  our  patients.  It  is  noteworthy  that  he 
is  able  to  be  around  and  to  walk  and  has 
good  muscle  strength.  He  is  the  only  pa- 
tient who  has  had  a reasonably  good  diet 
and  adequate  fresh  air  and  sunshine. 


Case  No.  6 

Mr.  A.  B.  Age  33,  married,  white,  laborer. 

C.  C. : Inability  to  walk. 

P.  I.  About  eleven  years  ago,  this  patient 
fell  off  a fire  truck  and  struck  on  his  back, 
which  resulted  in  stiffness  and  lameness 
for  a few  days.  He  remained  well  for  two 
months  before  it  was  noted  that  he  stag- 
gered when  he  walked  and  that  his  right 
leg  was  weak.  Soon  all  sensation  was  lost 
in  this  leg,  but  remained  normal  in  the 
left  leg.  It  became  necessary  for  him  to 
use  crutches  in  order  to  walk.  Five  years 
ago  he  was  put  in  a cast  for  fourteen 
months  and  has  been  confined  to  a wheel- 
chair since.  There  has  been  clonus  and 
twitching  and  extreme  stiffness  of  the  legs 
for  four  years.  Tremor  on  motion  of  the 
arms  and  hands  was  observed  first  about 
one  and  a half  years  ago,  but  it  did  not 
become  severe  until  the  past  six  months. 
Four  years  ago  there  was  sudden  onset  of 
blindness  in  the  left  eye  which  gradually 
cleared  up.  There  has  been  no  double 
vision.  Incontinence  of  urine  was  first 
complained  of  three  years  ago  and  has 
troubled  him  intermittently  since.  At  in- 
tervals there  has  been  slurring  and  scan- 
ning of  speech.  Emotional  instability  has 
been  noticeable  for  a period  of  one  year. 
Since  the  patient  became  incapacitated 
eleven  years  ago  the  family  has  been  in 
dire  economic  circumstances;  and  the  diet 
has  been  limited  in  quantity  and  quality 
and  vitamins  and  proteins  have  been  de- 
ficient. 

P.H.:  Left  inguinal  hernia  was  repaired 
thirteen  years  ago  and  a ruptured  appendix 
was  operated  upon  twelve  years  ago.  The 
patient  had  typhoid  fever  in  childhood. 

Physical  Examination  revealed  a fairly  well 
nourished  male  sitting  comfortably  in  a 
wheelchair.  General  physical  examination 
showed  the  head,  heart,  lungs  and  abdo- 
men to  be  negative.  Positive  neurological 
findings  were : nystagmus  of  the  eyes,  both 
to  the  right  and  to  the  left,  pallor  of  the 
outer  half  of  each  optic  nerve  head,  inten- 
tion tremor  of  the  head,  neck,  and  of  the 
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upper  and  lower  extremities,  absent  ab- 
dominal and  cremasteric  reflexes,  inconti- 
nence of  urine,  spasticity  of  both  lower 
legs  with  a distinct  tendency  for  the  legs 
to  cross  each  other,  marked  clonus  of  the 
lower  extremities,  hyperactive  tendon  re- 
flexes, bilateral  positive  Babinski  sign,  ab- 
sent vibratory  sensation  in  both  legs, 
diminished  sensation  of  touch  on  the  right 
leg,  and  slurred  speech.  The  pupils  re- 
acted to  light.  Temperature  sensations 
were  normal  all  over  the  body  and  extremi- 
ties. Sensation  of  touch  was  normal  ex- 
cept as  noted  for  the  right  leg. 

Laboratory  Data:  Kahn  test  was  negative. 
Lumbar  puncture  tests  were  reported  nega- 
tive. Urine  examination  was  negative. 

Treatment:  Since  the  authors  did  not  see 
this  patient  until  he  had  had  the  disease 
eleven  years,  it  was  felt  that  any  attempt 
at  specific  therapy  was  hopeless.  Quinine 
Hydrochloride,  grains  five,  three  times  a 
day  was  used  for  a while  in  an  attempt 
to  control  new  symptoms ; but  no  notice- 
aide  improvements,  even  in  recent  symp- 
toms, were  noted  by  the  authors. 

Diagnosis:  Multiple  Sclerosis  — far  ad- 

vanced. 

Case  Ho.  7 

Mr.  II.  N.  T.  43  years  old,  white,  single,  sign 
hanger. 

C.  C.  Difficulty  in  walking  and  in  balancing 
himself. 

P.  L:  About  five  years  ago  the  patient  first 
experienced  aches  and  pains  in  the  calf 
muscles  of  each  leg.  There  was  pain  in 
and  weakness  of  the  left  knee.  Following 
onset  of  the  present  illness  the  patient  has 
complained  most  of  weakness  and  stiffness 
of  the  legs.  There  was  difficulty  in  bal- 
ancing himself  and  he  was  dizzy  if  he  tried 
to  look  up.  He  often  staggered  forward 
or  backward  and  has  fallen  down,  injur- 
ing himself  on  several  occasions.  Fre- 
quency, urgency,  incontinence  and 
difficulty  iu  starting  the  urinary  stream 
have  become  disturbing  symptoms.  He  has 
also  developed  difficulty  in  getting  his 
bowels  to  move.  The  course  of  the  present 


illness  has  been  characterized  by  exacerba- 
tions and  remissions  of  the  above  symp- 
toms. This  patient  has  had  a very  poor 
appetite  during  the  entire  present  illness. 
His  diet  has  been  deficient  in  vitamins 
most  of  the  time,  and  in  total  calories 
part  of  the  time. 

P.H.:  Negative. 

Physical  Examination:  Revealed  a moder- 
ately well  nourished  male  in  no  pain  and 
whose  general  physical  findings  were  nega- 
tive. The  gait  was  slow,  spastic,  and  ataxic 
and  there  was  difficulty  in  lifting  the  feet 
off  the  floor  and  in  moving  them  forward. 
Positive  neurological  signs  included:  nys- 
tagmus of  the  eyes  to  the  left,  pallor  of  the 
outer  half  of  each  optic  nerve  head,  absent 
abdominal  and  cremasteric  reflexes,  hyper- 
active tendon  reflexes,  bilaterally  positive 
Babinski,  Shattuck,  Oppenheim  and  Gor- 
don signs,  slightly  positive  Romberg  sign, 
marked  spasticity  and  weakness  of  the 
lower  extremities.  The  pupils  of  the  eyes 
were  equal,  regular  and  reacted  to  light. 
Sensation  of  touch,  pain  and  temperature 
were  not  affected. 

Laboratory  Data:  Kahn  and  Hinton  tests 
were  negative.  Lumbar  puncture  done  in 
1936  was  reported  to  be  entirely  negative. 
Urine  negative. 

Treatment:  Despite  the  fact  that  this  pa- 
tient had  had  his  difficulty  five  years  when 
he  was  first  seen  by  the  authors  and  his 
condition  was  far  advanced,  it  was  elected 
to  try  large  doses  of  vitamin  B 1 and  liver. 
For  the  past  15  months  this  patient  has 
been  given  liver  and  vitamin  B 1 either 
intramuscularly  or  by  mouth  most  of  the 
time.  Betaxin  1 c.c.  and  2 c.c.  of  Lilly’s 
concentrated  liver  extract  (2  IT.S.P.  units 
per  c.c.)  were  injected  intramuscularly 
once  a week,  or  the  patient  took  large  doses 
of  Jeculin  (Upjohn)  by  mouth. 

Differentiae  Diagnosis 

This  disease  is  confused  most  often  with 
tabes  and  central  nervous  system  syphilis. 
This  differential  should  not  prove  difficult 
when  it  is  remembered  that  the  blood  and 
spinal  fluid  Kahn  tests  are  negative  in  mul- 
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tiple  sclerosis  and  positive  in  90%  of  cases 
with  central  nervous  system  syphilis.  The 
tendon  reflexes  are  almost  always  hyperactive 
in  the  former  and  absent  in  the  latter  dis- 
ease. Occasionally  paralysis  agitans  and  cer- 
tain cases  of  hysteria  may  be  confused  with 
multiple  sclerosis.  The  tremor  in  paralysis 
agitans  is  not  entirely  intentional,  while  that 
in  hysteria  is  not  volitional. 

Treatment 

As  the  cause  of  the  disease  is  still  un- 
known the  present  treatment  is  empirical 
and  extremely  difficult  of  evaluation,  due  to 
the  characteristic  spontaneous  exacerbations 
and  remissions  in  the  natural  course  of  the 
disease.  Since  investigators  are  apt  to  give 
credit  to  whatever  form  of  therapy  they  are 
administering  to  the  patient  when  a remis- 
sion occurs,  it  is  not  surprising  that  numerous 
forms  of  treatment  have  been  advocated 
from  time  to  time  for  this  disease. 

Nonspecific  measures  should  consist  in 
every  effort  to  improve  and  maintain  the 
patient’s  general  health  and  nutrition.  Good 
food,  fresh  air,  and  sunshine  are  helpful.  It 
is  agreed  that  the  patient  should  rest  during 
an  exacerbation  and  until  improvement  be- 
gins, but  should  be  encouraged  to  live  as 
nearly  a normal  life  as  his  condition  will  per- 
mit during  remissions.  Foci  of  infection,  if 
present,  are  best  removed.  Overfatigue  is  to 
be  avoided. 

Inorganic  and  organic  arsenic  has  long 
been  a part  of  the  older  type  of  routine  treat- 
ment for  multiple  sclerosis.  Three  minims 
of  Fowler’s  Solution  in  water  is  given  three 
times  a day  for  three  weeks  and  omitted  for 
a week  out  of  each  month.  This  treatment  is 
usually  continued  in  the  same  manner  for  a 
period  of  six  to  twelve  months. 

Artificial  pyrexia  has  been  recommended 
by  Neymann  and  Osburne.13  They  reported 
41%  out  of  25  cases  were  much  improved 
and  that  40%  received  some  help.  One  pa- 
tient died  as  result  of  therapy.  In  connection 
with  this  series  of  cases  it  is  interesting  to 
note  that  Sachs12  has  pointed  out  that  42% 
of  his  141  cases  showed  remissions  without 
treatment.  Brain14  seemed  to  feel  that  arti- 
ficial pyrexia  showed  its  best  results  in  the 
rapidly  progressing  cases  seen  in  young 
adults.  In  general  it  appears  fair  to  say  that 


the  majority  of  physicians  who  have  had 
experience  in  the  treatment  of  this  disease 
are  not  in  favor  of  using  foreign  protein 
therapy  or  hyperpyrexia,  as  they  feel  it  may, 
more  often  than  not,  make  the  patient  worse. 
Until  a larger  series  of  cases  has  been  studied 
this  form  of  treatment  should  be  used  with 
care  and  discretion. 

Brickner10  has  reported  that  the  prolonged 
administration  of  quinine  hydrochloride 
grains  five,  three  times  daily,  has  given 
good  results  especially  in  clearing  up  the 
more  recent  symptoms. 

The  authors  wish  to  recommend  that  all 
early  cases  of  multiple  sclerosis  be  treated 
by  a regime  of  fresh  air,  sunshine,  a vitamin- 
and  protein-rich  diet,  additional  large  doses 
of  vitamin  B and  intramuscular  injections  of 
liver  extract.  Until  such  time  as  more  is 
known  about  the  exact  cause  of  the  disease, 
it  would  seem  wiser  to  use  the  less  concen- 
trated liver  extracts  and  products  which  con- 
tain both  vitamin  B 1 and  B 2. 

During  their  examination  of  the  literature 
in  preparation  for  the  writing  of  this  paper 
the  authors  reviewed  a publication  by  Ba- 
relli16,  who  reported  good  results  with  liver 
therapy  in  the  treatment  of  seven  cases  of 
multiple  sclerosis.  The  equivalent  of  one- 
half  pound  of  liver  , in  the  form  of  extract, 
was  given  daily. 

Discussion 

It  is  important  to  point  out  again  that  multiple 
sclerosis  is  one  of  the  most  common  neurological 
diseases  encountered  in  private  practice  and  in 
the  majority  of  cases  it  is  characterized  by  exacer- 
bations and  remissions  over  a long  period  of  years. 
It  usually  begins  in  early  or  middle  adult  life. 

It  is  the  primary  purpose  of  this  paper  to  em- 
phasize some  of  the  more  important  early  signs 
and  symptoms  of  multiple  sclerosis.  The  earliest 
symptoms  are  most  often  the  sudden  or  gradual 
onset  of  weakness  and  spasticity  of  the  lower  ex- 
tremities, unsteadiness  of  gait,  or  unilateral  tran- 
sitory blindness  or  diplopia.  On  physical  examina- 
tion one  commonly  finds  absent  abdominal  reflexes, 
spastic  and  ataxic  gait,  hyperactive  tendon  re- 
flexes and  positive  Babinski  signs.  Nystagmus 
is  often  transitory  and  noted  only  during  exacer- 
bations. Pain  and  sensory  disturbances  are  rare 
or  mild. 

Many  cases  of  multiple  sclerosis  have  been  over- 
looked because  textbooks  have  long  stressed  that 
one  must  have  the  famous  triad  of  nystagmus,  in- 
tention tremor,  and  scanning  speech  before  the 
diagnosis  could  reliably  be  made.  When  these  are 
present,  the  diagnosis  is  made  beyond  doubt,  but 
this  triad  rarely  appears  together  until  late  in  the 
course  of  the  disease.  The  diagnosis  should  be 
suspected  or  made  much  earlier  when  the  examin- 
er obtains  a history  of  exacerbations  and  remis- 
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sions  of  spasticity  and  weakness  of  the  lower  ex- 
tremities, with  or  without  disturbances  of  the 
bladder  or  with  transitory  blindness  or  diplopia; 
and  finds  on  physical  examination,  absent  abdomi- 
nal reflexes,  spastic  and  ataxic  gait,  hyperactive 
tendon  reflexes  and  positive  Babinski  signs  in 
young  or  middle-aged  adults. 

It  is  recognized,  of  course,  that  one  should  not 
attempt  to  arrive  at  any  final  conclusion  regard- 
ing multiple  sclerosis  from  evidence  presented 
from  a small  series  of  seven  cases.  Nevertheless, 
the  authors  have  been  impressed  by  certain  points 
which  seem  to  stand  out  in  all  the  case  histories 
here  reported.  First,  every  patient  had  a poor  ap- 
petite and  a diet  deficient  in  vitamin-containing 
foods  and  in  proteins.  Since  the  histopathological 
lesions  found  in  the  spinal  cord  of  patients  with 
untreated  combined  system  disease  (pernicious 
anemia)  and  with  chronic  multiple  sclerosis  re- 
semble each  other  closely,  it  does  not  seem  illogi- 
cal to  consider  some  deficiency  disorder  as  one  of 
the  possible  etiological  factors  in  the  production 
of  the  latter  disease.  Certain  points  were  noted 
in  our  seven  case  studies  which  could  be  construed 
as  confirmatory  evidence  that  multiple  sclerosis 
may  be  in  part,  at  least,  a deficiency  disorder.  As 
noted  before,  all  seven  cases  had  poor  appetites 
and  ate  diets  deficient  in  protein  content.  Further- 
more, patient  number  five,  our  only  early  case, 
was  immediately  advised  to  move  to  a farm  where 
he  could  have  plenty  of  fresh  air,  sunshine  and  a 
good  diet.  It  is  significant  that  he  has  now  con- 
tinued that  regime  without  additional  therapy  for 
five  years  and  has  not  had  a single  serious  relapse. 
Case  number  seven  has  been  treated  for  sixteen 
months  with  large  doses  of  Vitamin  B and  liver 
extract.  He  has  had  no  serious  relapses  during 
this  interval  despite  the  fact  that  he  had  had  the 
disease  four  years  before  this  treatment  was  start- 
ed. Treatment  with  liver  extract  alone  was  begun 
on  case  number  one  approximately  five  years  after 
onset  of  the  disease.  Although  improvement  was 
noted  for  about  two  months,  relapses  then  oc- 
curred despite  the  continuation  of  the  liver 
therapy. 

In  view  of  this  consideration  and  until  it  is 
proven  that  multiple  sclerosis  is  not  a deficiency 
disease  it  is  felt  that  a regime  of  treatment  with 
fresh  air,  sunshine,  well  balanced  diet,  large  doses 
of  Vitamin  B and  liver  extract  warrants  further 
consideration. 

Secondly,  it  is  suggested  that  the  toxic  and  in- 
fectious diseases  which  antedate  the  onset  of  the 
multiple  sclerosis  in  the  majority  of  cases  here 
reported,  may  have  been  etiological  factors  in  a 
manner  heretofore  undescribed.  It  is  now  a well 
accepted  fact  that  the  vitamin  requirements  are 
much  higher  during  the  course  of  most  infections 
or  toxic  diseases.  Consequently,  any  damage  to 
the  nervous  system  which  might  come  as  the  re- 
sult of  such  a vitamin  deficiency  should  appear 
sooner  and  be  more  extensive  in  patients  who  have 
eaten  diets  low  in  vitamin  content  previous  to  the 
onset  of  any  such  infections  or  toxic  disorders. 

It  is  true,  of  course,  that  in  some  of  these  cases 
the  toxic  or  infectious  disturbances  preceded  by 
months  or  even  years  the  recognized  onset  of  the 
multiple  sclerosis.  However,  in  view  of  Putnam’s^ 
investigation  with  the  injection  of  tetanus 
toxin  in  which  he  showed  that  the  lesions  in  the 
spinal  cord  did  not  appear  until  many  months  after 
the  injections,  and  in  view  of  the  possibility  that 
the  disorder  may  be  present  a considerable  length 
of  time  before  recognizable  signs  and  symptoms 
develop,  it  does  not  seem  possible  to  exclude  en- 
tirely even  distant  toxic  or  infectious  antecedent 
disorders  from  our  consideration  of  possible  etio- 
logical factors. 


Summary 

1.  Seven  case  histories  of  multiple  sclerosis  have 
been  presented. 

2.  Emphasis  has  been  placed  on  a recognition 
of  the  early  signs  and  symptoms  of  multiple 
sclerosis. 

3.  Evidence  has  been  presented  in  support  of  a 
theory  that  multiple  sclerosis  may  be  a de- 
ficiency disease,  perhaps  of  vitamin  origin. 

4.  It  is  suggested  that  toxic  and  infectious  dis- 
eases may  help  to  precipitate  the  onset  of  mul- 
tiple sclerosis  by  depleting  the  vitamin  content 
of  the  subject. 
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What  Shall  We  Do  With  the  P sychoneurotic?  The  General 

Practitioner  s Point  of  View * 

By  Maurice  W.  Pearson,  M.  D.,  Ware,  Massachusetts 


What  shall  we  do  with  the  psychoneurotic  ? 
It  cannot  be  denied  that  this  is  a very  real 
and  very  common  problem,  presenting  itself 
to  every  practicing  physician,  and  yet  we  too 
often  ignore  it  or  make  light  of  it ; we  turn 
and  twist  and  try  to  dodge  it,  because  it  gets 
in  our  way  and  clutters  up  more  or  less  the 
whole  field  of  medicine. 

I am  afraid  that  someone  will  ask  me, 
“Well,  what  is  a psychoneurosis  anyway  V’ 
and  I hasten  to  forestall  that  question  and 
say  that  I do  not  know.  The  affliction  so 
designated  is  not  an  entity,  and  has  never 
been  proved  to  have  any  definite  pathological 
basis.  I use  it  here  because  I think  it  is  the 
best  and  most  comprehensive  term  for  those 
morbific  conditions  which  have  been  various- 
ly called  neurasthenia,  psychasthenia,  nerv- 
ous depression  or  prostration,  hypochondria, 
melancholia,  hysteria,  or  what  have  you. 
There  is  no  definite  distinction  or  line  of 
demarkation  between  these  various  condi- 
tions. They  merge  into  each  other  more  or 
less  in  the  same  individual,  and  I believe  the 
attempt  to  classify  them  is  largely  a juggling 
with  words.  Psychoneuroses  they  all  are  with 
the  emphasis,  if  you  please,  upon  the  psycho 
or  the  so-called  neuro  as  the  case  may  be. 

Miss  D.  was  a young  woman  of  rather  frail 
physique,  twenty-one  years  old.  She  was  a 
competent  stenographer  in  a busy  lawyer’s 
office,  but  had  been  obliged  to  resign  her  posi- 
tion on  account  of  ill  health  some  months 
prior  to  my  first  visit  to  her.  Her  father  was 
dead  and  her  home  was  with  her  mother  and 
older  sister.  She  was  in  bed  because  she  said 
she  was  “too  weak  to  sit  up.”  She  had  no 
appetite,  and  what  she  did  eat  caused  dis- 
tress and  sometimes  vomiting.  She  was  pale 
and  emaciated  and  could  not  sleep.  She  com- 
plained of  headache,  backache,  and  a variety 
of  other  pains  and  aches. 

After  careful  examination  and  careful  at- 
tention to  her  story,  it  was  evident  that  she 
had  no  organic  disease  but  was  a psychoneu- 


rotic of  pronounced  type.  For  some  reason  I 
failed  for  a considerable  time  to  elicit  the 
information  that  her  former  physician  had 
said  she  had  a tumor  of  the  brain. 

I will  not  burden  you  with  the  details  of 
her  convalescence.  It  was  a long  and  tedious 
job — more  than  a year — to  get  her  on  her 
feet,  to  convince  her  that  she  had  no  physical 
disease  and  was  not  going  to  die.  She  finally 
recovered,  however,  secured  another  position 
as  stenographer  and  was  able  to  carry  on  suc- 
cessfully, requiring  only  occasional  reassur- 
ance and  advice.  I lost  sight  of  her  and  some- 
time later  I received  a letter  from  her  asking 
advice  and  saying  that  she  had  left  home  be- 
cause her  sister  had  married,  that  she  did 
not  like  the  husband,  in  fact  hated  him  and 
her  sister  as  well,  and  could  no  longer  live 
with  them,  but  giving  no  reasonable  excuse. 
Reading  between  the  lines,  and  from  my 
acquaintance  with  her  sister  and  the  man  she 
married,  it  was  evident  that  the  trouble  was 
nine-tenths  due  to  her  own  mean,  jealous, 
neurotic  temperament,  with  probably  a con- 
siderable sexual  coloring  in  this  phase.  In 
short,  she  is  still  the  self-centered  psycho- 
neurotic. 

A somewhat  similar  case  is  that  of  Miss  F. 
- — 24 — a college  graduate,  holding  a good 
position  in  the  line  of  her  college  training. 
I found  her  in  bed  after  a sleepless  night  in 
a state  of  almost  complete  collapse  ; Mervous 
chills,  headache,  vomiting,  pain  in  the  back, 
etc.  She  is  a very  intelligent,  ambitious,  sen- 
sitive blond,  running  true  to  family  type. 
She  had  been  obliged  to  leave  her  work  in 
another  town  and  come  home,  some  weeks 
previously,  with  some  rather  vague  symp- 
toms, chiefly  it  seemed  because  of  pain  in  the 
left  side,  which,  judging  from  her  descrip- 
tion, may  have  been  a pyelitis,  though  I 
doubt  it.  Meanwhile  she  had  been  under  ob- 
servation in  a hospital  for  several  days,  and 
it  was  rumored  that  there  was  suspicion  of 
tuberculosis  of  the  kidney,  but  this  suspicion 
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was  not  confirmed.  She  was  sent  home  from 
the  hospital  somewhat  improved,  but  soon 
relapsed  and  had  been  worrying  along  from 
bad  to  worse  until  she  had  finally  reached  the 
end  of  her  rope  and  was  completely  discour- 
aged. She  felt  sure  that  there  must  be  some 
serious  disease  and,  though  she  did  not  name 
it,  I think  the  dread  of  tuberculosis  was  still 
haunting  her,  and  she  was  very  much  wor- 
ried lest  she  lose  her  job,  being  so  long  absent. 
Her  weight  had  fallen  off  from  115  pounds 
to  about  100  pounds ; she  could  not  eat  nor 
sleep,  and  she  continued  to  have  some  pain 
and  discomfort  in  the  left  side  in  the  region 
of  the  kidney ; headache,  digestive  disturb- 
ance, pains  in  the  legs,  etc.  Examination 
revealed  no  evidence  of  pyelitis  or  anything 
wrong  with  the  kidney  or  any  other  organ. 
She  ran  no  temperature,  and  it  became  evi- 
dent that  her  symptoms  were  practically  all 
neurotic  in  character,  that  she  was  headed 
straight  for  permanent  nervous  invalidism 
unless  something  could  intervene  to  stop  her. 

Fortunately  she  was  intelligent  enough  to 
grasp  the  situation  in  a measure  when  it  was 
explained  to  her,  though  it  required  several 
weeks  to  convince  her  that  she  was  not  a 
hopeless  physical  wreck  and  in  fact  had  no 
disease.  Finally  she  regained  her  self-con- 
trol, her  weight  and  strength  improved  and 
she  wanted  to  return  to  work  but  was  afraid 
to  do  so.  She  wanted  to  and  she  didn’t  want 
to,  and  it  was  hard  to  convince  her  that  she 
was  entirely  able  to  return  and  would  be 
much  better  off  and  gain  faster  working  than 
staying  at  home  worrying  about  it.  So  she 
started  in  and  has  continued  ever  since,  hav- 
ing only  an  occasional  set-back  of  a day  or 
two  with  some  of  her  old  symptoms.  She  is 
now  heavier  than  she  ever  was  before  and  in 
first  rate  condition,  but  she’ll  bear  watching 
because  she  is  the  same  neurotic,  sensitive 
little  blond.  At  the  time  of  my  first  visit  to 
her  in  this  illness,  she  had  been  under  the 
care  of  another  physician  but  it  is  fair  to  say 
that  I had  a clue  to  the  situation  because  of 
previous  experience  with  her  in  one  or  two 
similar,  but  less  severe,  neurotic  attacks. 

Mr.  M.  is  a man  of  38,  an  interior  decora- 
tor by  trade  and  a bachelor  of  rather  timid, 
eccentric  mental  type,  but  a finely  developed, 
strong  physique.  He  was  subject  to  spells 


when  he  had  a rapid  pulse,  felt  weak  and 
tremulous  with  a sense  of  suffocation  and 
sometimes  profuse  clammy  perspiration.  In 
short,  the  perfect  picture  of  abject  terror. 
These  spells  seemed  to  come  on  without  any 
definite  cause  and  were  occurring  so  fre- 
quently as  practically  to  disable  him.  Again 
and  again  he  came  to  my  office  or  sent  for 
me  at  his  home  because  he  “felt  too  weak” 
to  walk  the  short  distance. 

After  careful  examination  I was  able  to 
assure  him  that  there  was  no  evidence  of  any 
disease  of  his  heart  or  any  other  organ;  try- 
ing to  explain  to  him  that  his  rapid  pulse 
and  all  his  other  symptoms  were  due  to  a 
functional  nervous  disorder  and,  after  a con- 
siderable time,  I succeeded  in  impressing  him 
so  that  he  ceased  to  have  the  spells  and  re- 
gained what,  for  him,  was  his  normal  bal- 
ance. It  was  not  until  he  had  been  under  my 
observation  for  some  time  that  he  told  me 
another  physician  with  whom  he  had  been 
treating  had  said  he  had  a weak  heart  and 
he  was  not  relieved  by  the  treatment  which 
he  was  getting.  He  still  shows  up  occasion- 
ally with  various  neurotic  ailments  from 
which  he  is  soon  relieved  and  he  is  the  same 
psychoneurotic  but  has  had  no  more  symp- 
toms referable  to  his  heart  and  is  carrying 
on  successfully. 

Mrs.  S.  is  a woman  of  40,  in  good  physical 
condition,  who  received  a slight  blow  on  the 
chest  over  the  sternum,  while  at  her  work  in 
the  Boot  Shop.  She  had  already  been  out  of 
work  several  days  on  account  of  this  accident 
when  she  came  to  me.  I knew  her  of  old  and 
anticipated  what  I was  up  against  when  I 
saw  her  coming.  There  were  no  marks  of  any 
kind  indicating  a blow  but  she  said  she  had 
a constant  pain  in  the  chest  radiating  toward 
her  heart  and  through  her  whole  body.  She 
felt  very  weak,  had  great  difficulty  in  breath- 
ing and  swallowing;  her  food  seemed  to  stop 
in  her  chest  where  she  was  struck  and  dis- 
tressed her  for  a good  while  after  eating, 
gascious  eructation,  etc.,  etc.  She  is  of  rather 
low-grade  intelligence,  and  nothing  would 
convince  her  that  she  was  not  seriously  in- 
jured or  induce  her  to  go  to  work  again.  She 
insisted  that  she  was  not  able.  She  stayed 
out  all  last  summer  and  I think  has  not  yet 
returned  to  work. 
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Mrs.  G.,  44,  came  complaining  of  various 
pains  and  aches.  She  had  been  ailing  for 
many  years.  She  had  been  troubled  with  in- 
digestion and  one  doctor  told  her  she  had 
chronic  appendicitis  and  he  removed  her 
appendix.  She  had  a good  deal  of  backache 
and  another  doctor  said  it  was  due  to  dis- 
placement of  the  uterus,  so  he  operated  on 
her  for  that.  Then  she  was  troubled  a great 
deal  with  headache  which  was  caused,  so  the 
next  doctor  said,  by  a diseased  sinus,  so  he 
operated  on  her  nose.  But  she  experienced 
no  permanent  relief  from  any  of  these  opera- 
tions ; she  still  had  most  of  her  old  symptoms 
and  a crop  of  new  ones  beside.  I didn’t  have 
much  luck  with  her.  She  soon  got  away  from 
me  and  the  last  I knew  she  was  treating  with 
an  osteopath.  She  is  a good  example  of  an  all 
too  common  type, — the  chronic  psychoneu- 
rotic who,  like  the  woman  in  the  Scripture, 
“had  suffered  many  things  of  many  physi- 
cians.” 

Then  there  is  the  chronic  doser  who  has 
swallowed  enough  medicine  to  float  a ship. 
She  never  seems  to  recover  fully  from  any 
ailment  which  she  happens  to  have,  however 
slight,  and  as  time  goes  on  she  accumulates  a 
choice  collection  of  symptoms  which  she 
peddles  around  among  the  doctors  and  takes 
great  pleasure  in  exhibiting  on  all  possible 
occasions. 

You  know  her  well,  and  the  many  devious 
ways  of  the  great  army  of  psychoneurotics, 
no  two  just  alike,  a few  of  whom  I have  tried 
to  describe:  Obsessions,  phobias  and  inhibi- 
tions, anaesthesias,  hyperaesthesias,  hysterias, 
vertigoes,  paralyses  and  all  manner  of  vis- 
ceral disturbances.  Mo  organ  or  tissue  is  im- 
mune ; the  head,  the  eyes,  the  ears,  the  teeth, 
the  tongue  and  throat,  the  heart,  the  skin, 
and  the  sexual  system.  Difficulty  in  swallow- 
ing, breathing  or  talking,  fear  of  consump- 
tion, cancer  or  “shock.” 

Is  it  any  wonder  that  we  are  often  puzzled, 
and  at  our  wit’s  end  to  know  what  to  do  for 
these  people,- — not  sorry  to  pass  them  over 
to  whoever  will  take  them ; and  the  cultists’ll 
get  ’em  if  yer  don’t  watch  out,  or  even  if  you 
do.  We  in  general  practice  may  often  escape 
the  tedium  by  contact  with  the  more  tangible 
problems  of  our  job  but  the  poor  psychiatrist, 
God  help  him,  is  condemned  to  spend  all  his 
days  grabbing  his  diagnoses  out  of  the  air 


and  trying  to  piece  together  the  jig-saw 
puzzles  continually  dumped  upon  his  door- 
step. 

A question  which  is  frequently  asked  by 
the  patient  and  his  anxious  friends  is : “Doc- 
tor, what  is  the  cause  of  this  sickness  ?”  and 
often  it  is  a question  not  easy  to  answer  to 
the  satisfaction  of  the  patient  and  his  fam- 
ily, as  you  well  know,  partly  because  in  any 
illness,  the  causes  may  be  various  and  com- 
plicated, and  certainly  not  less  so  in  the 
malady  under  consideration. 

Some  of  the  causes  popularly  attributed 
for  so-called  nervous  break-down  are  sudden 
fright,  shock  or  accident,  grief,  disappoint- 
ment, business  or  domestic  difficulties,  over- 
work, etc.,  and  it  is  true  that  any  of  these 
may  have  a certain  causative  relation  to  the 
break-down,  may  be  the  so-called  exciting 
causes,  but  generally  the  true  cause  lies  much 
deeper.  Bor  example,  I believe  it  is  extreme- 
ly doubtful  if  hard  work  is  ever  the  cause  per 
se  of  a psychoneurosis.  The  human  organism 
has  an  immense  recuperative  power  and  ca- 
pacity for  work  which  the  individual  enjoys 
and  in  which  he  is  reasonably  successful.  So 
long  as  he  can  eat  and  sleep,  and  get  along 
smoothly  with  his  boss,  or  his  employees, — 
as  the  case  may  be ; if  he  feels  that  his  work 
is  appreciated  and  no  one  is  riding  him;  in 
a word,  if  he  isn’t  worried  about  his  work  or 
about  something  else,  work  per  se  won’t  break 
him  down  even  if  he  never  takes  a vacation. 
Certain  it  is  that  idleness  is  a much  more 
common  cause  of  nervous  break-down  than 
overwork.  Work  is  a blessing  and  more  often 
a cure  than  a cause  for  neurasthenia.  Get 
busy  and  forget  yourself  would  be  a good 
motto  to  hang  in  every  neurasthenic’s  bed- 
room. Some  all-absorbing  interest,  if  one  is 
so  fortunate  as  to  have  it,  be  it  work  or  play, 
— there  is  nothing  better  to  ward  off  or  cure 
a neurosis. 

I believe  that  in  nine-tenths  of  those  indi- 
viduals who  go  to  pieces  nervously  and  men- 
tally, the  true  cause  is  temperamental ; in 
other  words,  it  lies  in  the  minute  structure 
of  the  brain,  determined  before  birth  and 
absolutely  unalterable.  This  much  I concede 
to  those  gentlemen  of  the  materialistic  school 
who  insist  that  every  chronic  functional  dis- 
ease, so-called,  has  a pathologic  anatomical 
basis,  including  those  of  the  central  nervous 
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system;  but  when  I say  “minute  structure” 
I refer  to  that  which  is  so  near  to  the  line 
where  the  soul  meets  the  body  that  no  micro- 
scope has  ever  touched  it  nor  ever  will.  The 
men  of  this  materialistic  school  are  not  inter- 
ested in  the  psychical  approach  and  treat- 
ment in  the  psychoneuroses,  so  they  keep 
their  noses  on  the  microscope,  and  ’tis  well ; 
it  is  true  they  have  some  very  interesting 
theories,  and  talk  learnedly  of  neurons  and 
electrons,  but  their  methods  are  not  fine 
enough.  We  can  see  the  minute  anatomy  and 
pathology  of  the  lungs,  the  liver,  and  the  kid- 
neys and  we  know  pretty  well  what  goes  on 
in  these  organs  in  health  and  disease ; not  so 
the  brain.  There  is  nothing  in  the  brain  of 
the  intellectual  giant  to  distinguish  it  from 
that  of  the  well-developed  moron  or  from 
that  of  the  man  who  has  been  insane  the 
greater  part  of  his  life, — no  essential  differ- 
ence that  we  can  see. 

All  we  know  is  that  certain  individuals  go 
to  pieces  with  or  without  so-called  exciting 
causes  and  certain  others — the  majority — 
do  not,  no  matter  what  hits  them.  Of  those 
who  go  to  pieces, — who  have  this  unstable 
mental  structure,  we  know  that  a certain 
proportion  can  be  taught  to  carry  on  success- 
fully in  spite  of  it.  It  is  fundamentally  an 
educational  problem,  not  of  drugs,  or  hydro- 
therapy, or  electrotherapy,  or  massage,  and 
certainly  not  of  surgery;  though  these  it  is 
true  may  have  their  place,  but  to  rely  upon 
them  exclusively  is  to  neglect  the  funda- 
mental cause,  viz.,  faulty  cerebral  function. 

ISTo  one  with  experience  can  doubt  that 
fear  in  its  many  and  varied  forms  is  a large 
factor  in  these  neuroses,  not  a cause  but  an 
essential  part  of  the  picture.  The  so-called 
escape  neuroses  are  allied  to  this  element  of 
fear : A man  finds  himself  in  an  intolerable 
situation,  perhaps  related  to  his  domestic, 
social  or  business  affairs,  from  which  he  has 
an  uncontrollable  desire  to  escape.  Or  he 
dreads  some  physical  danger  or  certain  re- 
sponsibilities which  have  been  thrust  upon 
him.  For  example,  a commanding  officer  in 
the  army,  carrying  heavy  responsibility  in 
time  of  war  but  having  no  conscious  fear  of 
the  guns,  finds  that  he  becomes  entirely  ex- 
hausted on  the  slightest  exertion,  begins  to 
have  dizzy  spells,  severe  headaches,  or  what- 
not which  finally  disable  him,  and  so  he 


escapes ; while  the  private  on  the  firing  line 
develops  so-called  shell-shock,  suddenly  be- 
coming blind  or  paralyzed,  which  of  course 
is  a form  of  hysteria.  If  the  patient  is  a 
woman,  she  may  take  to  her  bed  with  a vari- 
ety of  symptoms  which  become  chronic,  and 
so  she  escapes  and  gets  the  sympathy  and 
attention  which  she  had  otherwise  failed  to 
obtain. 

These  escape  neuroses  are  by  no  means 
deliberate,  conscious,  intention  to  deceive ; 
they  are  generally  entirely  subconscious  and 
cause  real  disability  leading  to  chronic  in- 
validism. They  are  not  understood  by  the 
laity  and  not  always  by  the  physician:  ex- 
tremely difficult  to  differentiate  and  cure,  as 
you  well  know.  The  escape  neuroses  in  com- 
mon with  other  types,  have  their  basis,  I be- 
lieve, in  this  same  inherited  tendency;  or  if 
you  balk  at  that  term  ‘‘inheritance,”  call  it 
inherent  constitutional  tendency,  if  you 
please.  The  fact  remains  that  in  a large 
majority  of  neurotics  the  family  history,  if 
we  can  get  it  all,  shows  insanity  or  some  form 
of  mental  aberration ; or  we  recognize  traits 
in  other  members  of  the  family,  if  we  know 
them  well,  which  indicate  an  unstable  mental 
organism.  Even  if  we  discover  no  such  fam- 
ily tendency,  I believe  it  generally  is  there 
just  the  same.  The  sum  of  the  combined  in- 
heritance at  birth  is  the  thing  ; it  may  go 
back  to  Adam. 

I cannot  agree  with  the  teaching  of  the 
school  of  so-called  Behaviorists  who  would 
have  us  believe  that  all  conduct  and  charac- 
ter and  indeed  the  whole  individuality  is 
taken  on  after  birth,  is  determined  by  train- 
ing and  education ; in  short,  by  environ- 
mental influences  and  not  by  heredity.  Hor 
can  I accept  the  thesis  of  Dr.  Henry  C.  Link 
in  his  recent  book,  “The  Rediscovery  of 
Man,”  which  is,  that  acquired  habits,  faulty 
or  otherwise,  are  the  sum  and  substance  of 
personality,  though  I find  no  fault  with  his 
methods  advised  for  acquiring  good  habits. 

In  a former  paper  I gave  you  some  account 
of  the  work  of  Dr.  George  Draper  of  Hew 
York,  in  which  I have  been  much  interested. 
Dr.  Draper  has  conducted  at  the  Presby- 
terian Hospital  what  he  terms  a constitu- 
tional clinic,  which  is  merely  the  intensive 
scientific  study  of  individuals,  and  he  has 
arrived  at  some  very  interesting  conclusions. 
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He  defines  personality  or  “constitution”  as 
lie  calls  it,  as  “that  aggregate  of  heredity 
wliicfi  determines  (please  note  that  it  deter- 
mines) the  individual’s  reaction  to  environ- 
ment.” This  definition  hits  the  nail  squarely 
on  the  head,  I believe ; but  if  it  sounds  too 
pessimistic,  I am  willing  to  qualify  it  and 
say  that  heredity  determines  the  individual’s 
natural  reaction  to  environment,  which  he 
may  learn  to  control  to  some  extent,  if  need 
be,  but  can  never  escape.  It  is  as  much  a 
part  of  his  individuality  as  the  color  of  his 
eyes,  and  cannot  fail  to  influence  his  conduct 
and*  his  career  in  no  small  degree,  whether 
for  good  or  ill. 

You  are  familiar  with  the  various  methods 
which  have  been  in  vogue  from  time  to  time 
in  management  of  psychoneuroses : the  “rest 
treatment”  of  Dr.  Weir  Mitchell,  hypnotism 
and  suggestion  as  promulgated  by  the  schools 
of  Haney  and  Salpetriere,  the  training  and 
re-educational  methods  of  Prof.  Paul  Dubois 
which  are  excellent,  psychotherapy,  as  exem- 
plified by  the  Emmanuel  movement,  occupa- 
tional therapy,  and  in  more  recent  years  the 
method  of  psychoanalysis  as  included  in  the 
philosophy  of  Prof.  Sigmund  Freud. 

But  the  average  physician  is  not  much  in- 
terested anyway  in  these  various  treatments 
of  psyclioneuroses  and  as  for  Freud’s  theory, 
he  lias  been  inclined  to  smile  when  it  is  re- 
ferred to,  regarding  it  as  a kind  of  joke,  not 
worthy  of  serious  consideration.  But  in  spite 
of  indifference,  ridicule,  and  active  opposi- 
tion in  some  quarters,  the  doctrine  has  gradu- 
ally gained  ground  and  is  now  recognized  by 
the  majority  of  psychiatrists  and  ridiculed 
only  by  the  strongly  biased  or  those  who  do 
not  understand  it  and  will  not  take  the 
trouble  to  learn ; that  is,  the  fundamental 
principle  of  psychoanalysis  is  now  recognized 
as  having  a sound  basis. 

There  is  no  doubt,  however,  that  Freud 
had  made  a much  too  general  application  and 
overemphasis  of  the  sexual  factor,  important 
as  it  is,  and  this  has  tended  to  obscure  the 
fundamental  truth  in  the  doctrine,  namely 
that  prolonged  frustration  and  repression  of 
the  primal  instincts  and  emotions,  whether 
sexual  or  otherwise,  sometimes  plays  havoc 
with  the  nervous  system. 

Every  individual  craves  some  opportunity 
for  self-expression,  some  outlet  for  his  emo- 


tional energy  in  one  way  or  another;  other- 
wise, this  energy  may  be  turned  inward,  re- 
sulting in  morbid  introspection  and  serious 
nervous  derangement  in  certain  individuals. 
The  patient  generally  does  not  know  what  is 
the  matter  with  him,  is  not  conscious  that  his 
repressions  are  in  any  way  responsible  for  his 
ailments,  and  it  is  the  effort  of  the  psycho- 
analyst to  bring  to  the  surface  and  explain 
to  the  patient  these  hidden  causes,  teach  him 
to  sublimate  his  emotions  and  start  him  on 
the  road  to  recovery.  In  practice,  the  psycho- 
analytic method  has  its  distinct  limitations ; 
it  is  by  no  means  a panacea  but  I think  it  is 
now  pvMty  generally  agreed  that  it  is  a use- 
ful instrument  when  properly  applied  by  the 
psychiatrist  whose  armamentarium  is  all  too 
meager  at  best. 

“Well,”  says  someone,  “you  have  rambled 
about  a good  deal  but  you  haven’t  answered 
the  question.”  Aye,  there’s  the  joker  in  this 
paper.  I had  no  intention  of  answering  the 
question, — of  trying  to  tell  you  what  to  do 
with  the  psychoneurotic;  but  in  conclusion  I 
venture  to  submit  a few  don’ts  for  your  con- 
sideration, with  the  full  confession  that  I, 
myself,  have  violated  all  of  them. 

And  j first  I would  say : Don’t  operate ; and 
second:  Don’t  tell  the  patient  he  has  a dis- 
ease or  weakness  of  the  heart. 

3 —  Don’t  tell  the  patient  you  suspect  a 
tumor  or  “growth,”  unless  you  insist  upon 
immediate  investigation  to  prove  or  disprove 
your  suspicion,  if  possible. 

4 —  Don’t  tell  the  patient,  in  so  many 
words,  that  there  is  nothing  the  matter  with 
him ; he  will  never  believe  you. 

5 —  Don’t  fail  to  show  a sympathetic — but 
not  too  sympathetic — interest  in  the  patient’s 
story. 

6 —  Don’t  restrict  the  diet.  The  majority 
of  neurotics  have  already  been  dieted  aplenty, 
and  many  are  half  starved  but  don’t  know 
it,  being  afraid  to  eat.  Feed  them. 

And  finally,  on  the  reverse  side  of  the 
shield,  don’t  fail  to  make  a careful  physical 
examination,  especially  in  elderly  people,  be- 
fore being  satisfied  with  a diagnosis  of  psy- 
choneurosis ; partly  because  it  impresses  the 
patient  favorably,  and  then  it  may  be  that 
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you  have  guessed  wrong.  Oli,  you  will  prob- 
ably find  something  which  you  could  operate 
on,  but  look  out,  think  it  over.  If  all  the 
psychoneurotics  who  have  been  the  victims  of 
useless  surgery  in  Massachusetts  during  the 
last  forty  years  could  be  laid  in  a line,  I be- 
lieve it  would  extend  nearly  the  whole  length 
of  the  State. 

We  should  bear  constantly  in  mind  that 
the  chronic  lesion  which  we  discover,  or  think 
we  have  discovered  in  the  psychoneurotic,  is 
very  seldom  the  cause  of  the  symptoms. 
Many  of  us  seem  slow  to  learn  this  fact,  es- 
pecially surgeons ; even  some  very  good 
surgeons  — or  perhaps  I should  say  good 
operators— fail  in  this  particular.  It  is  true 
almost  any  surgical  operation  may  relieve  the 
patient  temporarily ; it  shifts  the  mental 
gears  for  the  time  being  and  is  by  far  the 
shortest  and  easiest  way  out — for  the  doctor. 
If  we  must  be  operating,  we  should  not  ex- 
pect or  promise  the  patient  permanent  relief, 
for  generally  the  last  state  of  that  patient  is 
worse  than  the  first. 

Don’t  tell  the  patient  he  has  heart  disease. 
If  you  are  sure  he  has,  name  it  something 
else  for  the  time  being,  until  vou  are  better 
acquainted  with  him  and  have  a chance  to 
see  what  medication  will  do  for  his  heart.  I 
agree  that  in  practice  it  is  wiser  to  play  the 
inheritance  theme  with  the  soft  pedal. 

We  must  give  medicine  of  some  kind,  for  a 
time  at  least,  to  nearly  every  psychoneurotic 
or  he  is  not  satisfied ; he  expects  it  and  it 
often  really  helps  a great  deal  to  control 
symptoms  and  reassure  him.  The  various 
forms  of  physiotherapy  may  also  be  em- 
ployed for  a time  and  for  the  same  reason. 
An  office  full  of  shiny  machinery  makes  a 
favorable  impression  on  the  patient  but  it  is 
a little  too  easy  for  us  to  remember  that  the 
machinery  costs  money  and  our  patients  have 
got  to  help  pay  for  it. 


Unfortunately,  the  medication  and  physio- 
therapy is  about  as  far  as  the  general  prac- 
titioner can  go  in  the  majority  of  such  cases. 
We  have  not  the  time  nor  the  patience  for 
more  but  we  should  realize  that  these  things, 
as  a rule,  are  only  incidental  and  we  can  try 
in  an  occasional  case  at  least,  where  it  seems 
worth  while,  to  work  in  at  each  visit,  ex- 
planation, encouragement,  suggestion,  and 
possibly  some  psychoanalysis  until  we  get  the 
whole  picture  and  obtain  the  confidence  of 
the  patient.  But  when  we  have  obtained  the 
confidence  of  the  patient  in  our  ability  to 
help  him,  we  have  only  made  a beginning. 
If  we  do  not  succeed  in  restoring  the  patient’s 
confidence  in  himself, — in  his  ability  to 
stand  on  his  own  feet  and  carry  on  success- 
fully in  spite  of  his  troublesome  symptoms, 
that  if  he  will  only  persevere,  the  symptoms 
will  become  less  troublesome,  we  shall  not 
accomplish  permanent  benefit  for  him. 

And  finally  when  we  find  we  are  getting  no 
response,  no  prospect  of  improvement  in  cer- 
tain cases,  we  should  make  an  honest  effort 
to  persuade  the  patient  to  seek  the  advice  of 
some  reliable  psychiatrist  who,  by  his  differ- 
ent personality  or  method,  may  succeed 
where  wTe,  for  want  of  time,  tact,  or  skill, 
have  failed. 

We  are  living  in  an  age  of  confusion  and 
change  in  almost  every  department  of  human 
activity,  and  the  science  of  medicine  is  no 
exception.  Among  the  rapid  changes,  it  is 
difficult  for  the  medical  man  to  distinguish 
between  the  true  and  the  false,  between 
science  and  psuedo-science.  We  welcome  new 
methods  and  new  discoveries  if  they  prove 
useful  and  well-founded,  and  amid  all  the 
confusion,  we  may  be  sure  that  common 
sense,  common  honesty,  experience  and 
human  understanding  will  never  go  out  of 
date  in  the  practice  of  medicine. 


In  1894  Herman  M.  Biggs  said,  “The  tu- 
bercle bacillus  is  the  sole  exciting  cause  of 
pulmonary  tuberculosis  and  of  every  form  of 
tuberculosis,  but  it  must  not  be  assumed  that 
it  is  the  only  factor  in  the  causation  of  this 
disease.  In  every  infectious  disease  it  is  the 


relation  between  two  opposing  sets  of  forces 
which  determines  the  question  of  susceptibil- 
ity. On  the  one  hand  there  is  the  number  and 
virulence  of  the  germs  and  on  the  other,  the 
resistance  of  the  body  to  these  germs.” — 
Biggs,  H.  M.,  The  Forum,  1894. 
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Representing  the  Hospital 
Superintendent 

Joelle  C.  Hiebert,  M.  D.,  Lewiston 

The  subject  implies  what  we  all  know— 
that  there  is  progress  in  the  diagnosis  and 
treatment  of  disease.  This  progress  has  no 
value  to  patients  unless  it  is  applied  in  prac- 
tice .within  the  hospital.  In  order  to  do  this, 
it-  is  necessary  that  those  professional  men 
and  women  whom  it  concerns  be  informed 
both  as  to  the  knowledge  of  the  improvements 
and  also  be  skilled  in  the  application  of  the 
same.  Since  many  improvements  involve  the 
expenditure  of  money,  it  is  obvious  that  the 
Governing  Bodies,  who,  as  a whole,  make 
purchases  possible,  be  informed  as  to  what 
these  improvements  are  and  what  they  mean 
to  the  patient  and  the  community. 

I am  aware  that  the  clinician,  the  surgeon, 
and  the  board'  members,  are  economically 
more  or  less  independent  of  the  hospital,  but 
the  Superintendent  or  Director  is  employed 
by  the  Governing  Body  and  his  term  of  office 
is  at  the  pleasure  of  the  Board.  He  is,  how- 
ever, the  only  individual  who  devotes  his 
entire  time  to  hospital  management  and  he 
should  be  acquainted  with  the  values  and 
limitations  of  present-day  procedures  and 
practices  and  keep  his  eye  and  mind  open  for 
those  things  which  shall  improve  the  care  of 
the  patient.  In  order  to  continually  bring 
about  improved  professional  care  of  the  pa- 
tient, I should  like  to  present  the  following 
for  your  approval : 

Governing  Body 

Since  the  governing  body  appoints  the  pro- 
fessional staff,  I should  like  to  make  the 
following  suggestions  to  the  Board,  with  the 
full  realization  that  the  Superintendent  is 
responsible  to  them.  We  will  all  agree  that 
every  Governing  Body  wants  to  feel  that 
every  patient  in  the  hospital,  has  the  best 
possible  medical  and  nursing  care.  For  this 
reason,  it  seems  entirely  reasonable  that  a 
Superintendent  or  Medical  Director  owes  it 

* Presented  at  the  Annual  Meeting  of  the  Maine 


to  the  Governing  Body  to  continually  inform 
them  what  is  necessary  to  bring  about  better 
care.  Board  members  get  their  information 
from  two  sources : directly,  from  the  Super- 
intendent of  the  hospital  and  by  being  per- 
mitted to  sit  in  with  the  Executive  Commit- 
tee of  Staff ; indirectly,  the  Board  gets 
information  from  patients  who  have  left  the 
hospital  and  from  visitors  to  the  hospital. 
I would  suggest  that,  as  a rule,  it  is  inadvis- 
able for  individual  members  of  the  Board 
to  visit  the  hospital  alone  with  the  idea  of 
improving  it  unless  delegated  to  do  so  by  the 
Governing  Body.  The  most  good  will  be  ac- 
complished if  they  visit  the  hospital  in  com- 
pany with  the  Superintendent,  and  whenever 
possible  the  Superintendent  should  notify  the 
different  supervisors  and  departments  of  the 
hospital  that  a visit  is  contemplated.  By  do- 
ing this,  the  visit  of  the  members  of  the 
Governing  Body  will  be  most  effective  and 
really  improve  the  service  within  the  hospital. 

By  being  able  to  discuss  the  needs  for 
newer,  better  equipment  with  representatives 
from  the  attending  staff,  the  Governing  Body 
gets  information  from  those  who  are  going 
to  use  it,  and  money  spent  for  these  improve- 
ments is  spent  more  intelligently  and  wisely. 
The  Governing  Body  can  also  help  to  estab- 
lish post-graduate  teaching  clinics  by  appro- 
priating a small  sum  of  money  in  order  to 
defray  the  expenses  of  the  visiting  clinician. 
It  is  possible  to  bring  an  outstanding  teacher 
into  the  community  in  order  to  see  those  pa- 
tients who  present  either  diagnostic  or  treat- 
ment problems,  and  a lecture  in  the  evening 
rounds  out  the  program.  Those  who  attend 
these  clinics  and  lectures  are  obviously  bene- 
fitted.  I think  the  awarding  of  scholarships 
to  nurses,  and  where  possible,  to  physicians, 
for  post-graduate  study,  also  brings  excellent 
returns  in  providing  better  care  for  patients. 
If  Governing  Bodies  base  their  promotions 
in  the  Staff  on  merit  rather  than  seniority, 
those  whom  it  concerns  are  stimulated  to 
grow. 

Hospital  Association,  Lakewood,  August  30,  1939. 
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Physicians 

The  professional  Medical  and  Surgical  Staff 
can  do  a great  deal  to  promote  improved 
care  by  making  nse  of  the  educational  oppor- 
tunities that  come  with  the  scientific  study  of 
the  diagnosis  and  treatment  of  the  patient. 
After  all,  most  medical  literature  is  a de- 
scription of  the  signs,  symptoms  and  progress 
of  disease.  A patient  having  typhoid  offers 
all  the  opportunities  for  observation  in  a 
small  village  home  as  in  the  larger  medical 
center.  I would,  therefore,  suggest  that  staff 
conferences  be  held  frequently  in  order  to 
discuss  new  admissions  if  possible,  and  cer- 
tainly all  cases  presenting  diagnostic  or 
treatment  problems  and  all  cases  where  death 
has  occurred.  Staffs  of  all  hospitals  should 
make  studies  of  mortality  rates,  complica- 
tions, and  secondary  infections  of  all  patients 
treated  within  the  hospital  so  that  in  each 
institution  one  could  know  what  the  mortal- 
ity rate  is  of  appendicitis,  gall-bladder  dis- 
ease, childbirth,  etc.  The  same  information 
should  be  kept  of  the  individual  physician  or 
surgeon.  It  is  obvious  that  no  final  or  sweep- 
ing opinion  should  be  hastily  formed  on  this 
information,  but  it  would  be  an  interesting 
study  if  this  information  were  available  in 
order  to  determine  relative  standards  in  the 
several  institutions. 

Pathologist 

I would  further  suggest  that  every  hospital 
have  a local  pathologist,  an  anesthetist  and  a 
roentgenologist.  Hospitals  are  probably 
never  very  much  better  than  their  facilities 
for  pathological  study.  Where  a full-time 
pathologist  cannot  be  employed,  one  member 
of  the  staff  should  be  assigned  to  this  depart- 
ment, under  whose  direction  the  laboratory 
technician  should  work.  In  addition  to  this, 
the  hospital  should  have  a consulting  patholo- 
gist to  whom  all  tissues  removed  from  pa- 
tients should  be  sent.  The  local  pathologist 
should  do  the  post  mortem  examinations,  and 
if  possible,  make  the  sections  from  the  tu- 
mors or  tissues  removed,  and  send  to  the  con- 
sulting pathologist  as  much  clinical  informa- 
tion as  possible. 


Boentge  n ologist 

The  department  of  roentgenology  should 
be  handled  very  much  the  same  way.  One 
staff  member  should  see  all  X-rays  and  make 
as  good  an  interpretation  as  he  can.  By  this 
method,  one  local  resident  in  each  community 
would  become  better  qualified  in  X-ray  diag- 
nosis. Certainly  all  doubtful  cases  should  be 
referred  to  the  consulting  roentgenologist.  If 
it  can  be  arranged,  the  consulting  roentgen- 
ologist, should  call  at  the  hospital,  inspect  the 
equipment,  suggest  improvements  and  inter- 
view the  patient  and  attending  physician  of 
all  cases  which  he  examines.  If  this  method 
were  pursued,  every  hospital  would  have  a 
superior  diagnosis. 

Anesthetist 

AVherever  there  is  a hospital  having  at 
least  three  physicians,  one  of  those  physi- 
cians should  be  an  anesthetist.  The  local 
anesthetist  should  have  opportunity  for  post 
graduate  study,  and  the  board  of  directors 
should  provide  him  with  that  equipment  with 
which  he  is  best  acquainted ; and  in  this  con- 
nection I would  suggest  that  no  equipment 
be  purchased  except  with  the  recommenda- 
tion of  those  people  who  are  going  to  use  it. 
By  having  a resident  anesthetist,  the  quality 
of  anesthesia  could  not  always  be  as  diversi- 
fied and  as  good  as  in  a larger  center,  but  it 
will  be  superior  to  present  methods,  and  it 
has  in  it  the  opportunity  of  becoming  better 
continuously. 

Post  Graduate  Study 

Staff  members  who  avail  themselves  of 
post  graduate  study  in  larger  medical  centers, 
or  through  the  use  of  scholarships  as  pro- 
vided by  the  Commonwealth  Bund,  and  the 
Bingham  Associates  Fund,  bring  back  from 
these  studies  to  their  several  communities, 
many  ideas  which,  when  put  into  operation 
not  only  improve  the  medical  care  of  their 
own  patients,  but  of  many  other  patients 
within  the  hospital. 

Certifying  Boards 

Every  physician  desiring  to  specialize 
should  take  his  chosen  specialty  seriously 
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enough  to  make  every  effort  necessary  to  meet 
the  requirements  of  the  Specialty  Boards  as 
set  up  by  the  American  Medical  Association. 
Certification  of  specialists  will  help  the  Gov- 
erning Body  greatly  in  establishing  promo- 
tions. 

Improving  Professional  Services  Through 
Conferences 

Since  a great  many  procedures  must  be 
delegated  by  the  attending  physician  or  sur- 
geon, the  actual  benefit  which  the  patient 
derives  depends  upon  the  ability  of  assis- 
tants,' nurses,  technicians  and  attendants  to 
accurately  carry  out  the  instructions.  For 
this  reason,  it  seems  to  me  that  periodic 
conferences  of  the  attending  physicians, 
supervisors,  technicians,  etc.,  would  greatly 
facilitate  the  improved  care  of  the  sick.  Con- 
ferences should  also  deal  with  the  pre-  and 
post-operative  care  of  patients,  infections, 
sterilization,  and  demonstration  of  new 
apparatus. 

Conferences  of  Nurses 

A great  deal  of  medical  progress  lias  been 
made  since  the  day  of  the  average  super- 
visor’s graduation.  Unless  she  has  made  per- 
sonal effort  to  learn  or  has  had  opportunity 
to  study,  the  chances  are  that  she  will  not  be 
acquainted  with  many  of  the  procedures 
expected  of  her.  For  this  reason,  I suggest 
an  organized  post-graduate  course  of  instruc- 
tion in  the  form  of  bi-monthly  meetings 
where  specialists  of  the  hospital  staff  and 
nurses  present  a program  designed  to  im- 
prove the  care  of  the  sick.  This  course  should 
be  continuous  from  year  to  year.  Each  hos- 
pital can  conduct  this  educational  enterprise. 
It  will  stimulate  everyone  who  participates 
in  the  program,  whether  as  lecturer,  demon- 
strator, or  listener  and  observer. 

Men  are  stimulated  to  accomplishment  by 
mental  intercourse,  and  joint  study  of  mu- 
tual problems.  Knowledge  which  benefits  the 
sick  should  be  available  to  all.  Just  as  phy- 
sicians have  periodic  meetings  and  nurses 
hold  district  conferences,  T wonld  suggest 
that  hospital  superintendents  and  represen- 
tatives of  the  governing  bodies  and  invited 
members  of  the  professional  staffs  also  hold 
periodic  regional  meetings  within  the  state, 
in  order  to  discuss  joint  problems  and  derive 


mutual  benefit  of  advancements  made  in  the 
several  institutions.  In  the  larger  cities  there 
are  hospital  councils  and  in  addition  to  this 
there  are  superintendents’  clubs.  Those  who 
have  attended  these  meetings  are  aware  of 
the  great  benefit  that  comes  from  them.  It 
would  seem  reasonable  that  if  the  State  were 
divided  into  three  sections  and  the  superin- 
tendents and  representatives  of  the  governing 
bodies  got  together  and  elected  a chairman 
and  secretary,  questions  to  be  discussed 
might  be  submitted  by  the  members  and 
meetings  could  be  arranged  at  a time  and 
place  mutually  agreeable.  By  doing  so,  the 
advancements  made  in  one  hospital  would 
quickly  be  known  in  every  other  institution, 
thus  shortening  the  period  from  the  time  of 
discovery  of  new  knowledge  and  its  appli- 
cation in  the  sick  room. 

If  a new  apparatus  is  placed  on  the  mar- 
ket, the  relative  merits  and  demerits  could 
quickly  be  discovered  through  these  confer- 
ences without  putting  each  institution 
through  the  costly  experimental  period.  In 
addition  to  maintaining  the  high  quality  of 
medical  and  hospital  practice,  these  confer- 
ences would  offer  opportunities  for  personal 
acquaintance  with  colleagues  and  provide 
fellowship  between  people  who  would  other- 
wise not  have  opportunity  to  meet. 

By  conferences,  we  are  stimulated  to  ac- 
complishment. Through  books  and  papers, 
we  have  revealed  to  us  what  other  men  have 
thought.  I urge  the  establishment  of  regional 
hospital  councils  so  that  those  who  seek  new 
knowledge  may  find  it  more  easily. 

Representing  the  Superintendent  of 
Nurses 

Alice  M.  Morse,  R.  N.,  Bangor 

Nursing  care  is  quickly  and  constantly 
evaluated  by  the  patient  in  our  hospitals. 
Nursing  goes  on  24  hours  a day.  It  contrib- 
utes to  the  immediate  comfort  of  the  patient. 
All  this  being  so,  nursing  must  play  a large 
part  in  the  community  conception  of  the  hos- 
pital as  a whole. 

I was  asked  to  develop  this  paper  with  the 
student  nurse  service  in  mind.  If  our  hos- 
pitals are  to  give  good  nursing  care  through 
student  service  what  must  be  our  concern  ? 


Volume  XXXI,  No.  2 Improving  the  Hospital  Through  Elevation  of  Professional  Standards 


55 


Our  average  patient  who  likes  a nurse  or  the 
nursing  service  knows  only  vaguely  what  fac- 
tors contribute  to  the  feeling  of  confidence  he 
has  in  the  ward  environment.  It  is  our  busi- 
ness to  know  what  these  factors  are — 

First — We  must  interest  and  select  the 
best  possible  candidate  for  our  schools. 

Second — We  must  give  a thorough  pre- 
liminary or  pre-clinical  course. 

Third — The  remainder  of  the  course  must 
be  such  that  it  will  enable  the  student  to  meet 
the  nursing  demands  of  the  hospital  as  she  is 
routed  through  the  departments. 

Fourth — In  fairness  to  the  individual  we 
must  give  such  a course  that  the  graduate 
nurse  will  be  able  to  earn  her  living  in  our 
communities.  This  fourth  point  need  not  be 
mentioned  further,  except  to  say  that  if 
schools  do  not  feel  this  responsibility  of  giv- 
ing an  adequate  preparation  good  candidates 
will  not  be  forthcoming.  The  young  girl  is 
looking  beyond  the  three  immediate  years 
ahead  when  she  chooses  her  school. 

To  go  to  the  first  point.  In  selecting  our 
students  we  must  remember  that  nurses  nurse 
with  their  heads,  their  hands  and  their  hearts 
— and  may  I add  their  feet.  A pre-entrance 
physical  examination  is  important.  ISTursing 
makes  strenuous  physical  demands  on  the 
young  girl.  Hospitals  find  it  pays  to  include 
chest  X-rays  and  certain  laboratory  tests  in 
this  examination.  The  preliminary  educa- 
tion requires  attention.  The  girl  who  has 
chosen  all  the  easv  courses  in  high  school 
should  not  be  considered.  T recently  heard 
the  head  of  a commercial  school  advise  girls 
who  considered  a business  course  to  take  a 
college  entrance  course  in  high  school.  It  is 
difficult  for  a superintendent  of  nurses  to 
judge  a candidate  by  high  school  grades 
alone.  Psychological  tests  given  before  en- 
trance seem  necessary.  Testing  the  aptitude 
of  the  applicant  is  being  tried  out  and  we 
hope  for  results  which  will  eliminate  expense 
and  disappointment  to  the  applicant  and  the 
school.  Three  or  four  months  with  us  tells 
us  much  of  the  candidate  which  we  would 
like  to  know  earlier.  We  give  room,  board 
and  instruction  to  the  misfit  which  could  well 
be  used  more  advantageously. 

The  personality  of  the  nurse  is  most  im- 
portant and  we  attempt  to  learn  through 
tests,  interviews  and  references  of  this  illu- 


sive something  that  is  so  essential.  I need 
only  say  briefly  that  good  character  is  a re- 
quirement. However,  schools  which  have  the 
entrance  requirements  outlined  here  do  not 
seem  to  attract  the  light  and  frivolous,  and  I 
should  say  would  have  few  disciplinary  prob- 
lems related  to  character  weakness. 

Our  second  point — A strong  preliminary 
course  prepares  the  student  in  some  of  the 
fundamentals  of  the  scientific  world  into 
which  she  is  so  soon  to  be  thrust.  We  do  not 
work  well  in  a strange  environment.  The 
young  nurse  surrounded  by  an  unintelligible 
vocabulary  is  at  a disadvantage  and  will  be 
disinterested  and  mechanical  in  her  work  or 
if  sufficiently  intellectually  alert  she  will 
withdraw  to  a field  which  offers  the  desired 
stimuli.  If  not  too  rushed  our  young  student 
will  attempt  to  know  the  “Why”  of  what  she 
is  doing.  We  can  help  her  on  our  wards  only 
if  she  has  a preliminary  preparation. 

Our  third  point  relates  to  the  time  the  stu- 
dent is  contributing  a service  which  in  many 
hospitals  constitutes  the  bulk  of  the  nursing- 
care.  At  the  end  of  the  first  3-6  months  our 
students  are  giving  eight  hours  a day  of  bed- 
side care  to  patients.  A weakness  in  most  of 
our  schools  and  I think  of  our  hospital  serv- 
ice is  that  the  18-year-old  girl,  with  only  a 
few  months’  preparation,  is  placed  on  our 
hospital  wards  and  expected  to  perform  at 
that  time  practically  all  of  the  nursing  pro- 
cedures that  are  performed  in  our  wards. 
Many  times,  especially  at  night,  these  are 
done  with  inadequate  supervision  by  students 
not  emotionally  ready  for  this  responsibility 
nor  are  they  adequately  prepared  for  the  skill 
and  judgment  required. 

I feel  strongly  that  our  students  should 
carry  less  responsibility  and  receive  more 
supervision  in  the  early  months  of  the  course. 
Such  an  adjustment  can  only  be  made  by 
means  of  a stable  general  duty  staff  and  by 
provision  for  supervision  other  than  that 
which  the  busy  head  nurses  can  give.  The 
minute  bv  minute  demands  upon  the  head 
nurse  make  it  impossible  for  her  to  give  in- 
dividual attention  to  the  student. 

Medical  science  is  making  more  and  more 
demands  upon  the  nursing  staff  of  a hospital. 
Physicians,  hospital  administrators,  who  lis- 
ten to  complaints,  and  most  often  the  head 
nurse  become  impatient  with  mistakes  or 
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failures  in  anticipation  or  judgment  on  the 
part  of  the  student.  Can  we  say  how  often  it 
should  he  necessary  to  repeat  a direction  ? Is 
two  times  enough  or  should  our  patience  hold 
out  for  the  third  or  fourth  time  ? If  the  stu- 
dent’s attitude  is  not  what  we  think  it  should 
be  at  the  end  of  a certain  period  shall  she  be 
considered  hopeless  ? In  my  own  experience 
I have  with  some  misgiving  recommended  a 
nurse  for  graduation  and  found  after  a 
period  of  six  months  to  a year  of  graduate 
staff  duty  services  that  she  has  developed  into 
a much  more  dependable  and  capable  nurse. 
Some  of  us  need  more  time  than  others  to 
form  our  habits  of  work.  Some  of  us  need 
more  individual  attention. 

I would  also  like  to  plead  for  more  time 
for  the  young  nurse  to  do  her  daily  assign- 
ment. We  teach  her  right  methods  and  then 
make  it  practically  impossible  for  her  to  use 
them.  If  the  surgeon  is  pressed  for  time  is 
he  expected  to  do  a slovenly  dressing?  Hot 
at  all.  Is  he  ever  confronted  with  the  prob- 
lem of  whether  because  of  the  lateness  of  the 
hour  or  the  heavy  schedule  to  remove  one  or 
two  tonsils?  Ho  indeed!  You  may  argue 
that  a surgical  dressing  is  more  important 
than  care  in  administering  medicines  shall 
we  say,  or  than  the  persuasion  a nurse  must 
use  to  feed  au  unwilling  patient  ? Are  we 
going  to  teach  our  nurses  the  details  of 
aseptic  nursing  and  not  permit  time  to  carry 
it  out  ? If  short  cuts  in  nursing  are  to  be 
taken  should  the  young  nurse  decide  what  the 
cuts  shall  be?  Would  it  not  be  better  for  the 
hospital  administrator  and  nursing  super- 
visors in  conference  to  work  out  more  simple 
but  safe  methods  if  time  must  be  saved  ? 

In  closing  may  I emphasize  the  benefits 
to  be  derived  from  conferences  of  all  con- 
cerned in  the  care  of  patients.  We  will  all 
admit  that  the  patient  is  not  always  the  first 
consideration  in  our  hospitals.  An  illustra- 
tion— For  more  than  one  decade  we  have 
been  shaking  our  heads  over  the  awakening 
of  patients  at  the  crack  of  dawn  or  before. 
Could  not  the  combined  efforts  of  our  phy- 
sicians and  nurses  work  out  a plan  to  do 
away  with  this  early  morning  activity  ? Per- 
haps not  but  if  the  hospital  superintendent 
could  coordinate  the  efforts  of  doctor,  nurse, 
dietitian  and  housekeeper  I think  it  could 
be  done. 


Representing  the  Presidents  of 
Boards  of  Directors 

George  Otis  Smith,  Ph.  D.,  Skowhegan 

The  unescapable  function  of  the  hospital’s 
governing  body  is  supreme  authority  and 
full  responsibility.  It  should  be  within  the 
capability  of  a lay  board  to  understand  the 
community’s  needs,  but  knowledge  of  the 
ways  and  means  of  meeting  the  special  needs 
of  the  sick  or  in  jured  in  the  community  must 
be  implemented  bv  the  highly  specialized  ex- 
perience and  training  available  only  through 
professional  advice ; hence  the  vital  interest 
of  the  hospital  trustee  in  this  subject  of 
higher  professional  standards. 

There  is  a lack  of  satisfactory  reception 
of  such  professional  advice,  whether  due  to 
defects  in  the  receiving  facilities  or  to  static 
beyond  the  control  of  those  most  desirous  of 
clear  reception.  To  what  extent  professional 
standards  in  their  present  status  are  respon- 
sible for  interference  in  clear  understanding 
of  hospital  problems  is  a topic  on  which  a 
president  of  a board  may  have  opinions,  ad- 
mittedly one-sided ; hence  the  value  of  a 
panel  discussion. 

With  medical  and  surgical  standards  im- 
measurably higher  than  even  a few  decades 
ago,  the  vital  question  arises : is  the  hospital 
receiving  full  benefit  of  this  notable  gain  in 
facts  and  principles  ? 

Comparison  of  the  medical  profession  with 
the  engineering  profession,  with  which  it 
happens  I have  had  longer  and  more  inti- 
mate experience,  leads  to  the  following  com- 
ments : the  engineer’s  procedure  has  hard 
and  fast  limitations ; his  completed  job  is 
branded  with  a definite  rightness  or  wrong- 
ness; if  his  bridge  or  dam  fails,  the  full 
blame  rests  where  it  belongs ; and  by  force  of 
circumstances  no  unwritten  code  calls  for 
sympathetic,  though  unwarranted,  testimony, 
from  associates. 

Service  on  a members  conduct  committee 
in  a national  engineering  society  leads  to  the 
admission  that  code  enforcement  is  com- 
monly none  too  forceful,  yet  it  can  be  said 
that  never  is  the  effort  made  to  protect  or 
defend  a fellow  member  whose  professional 
conduct  had  done  violence  to  the  truth  or  the 
recognized  principles  of  fair  dealing  with  the 
public.  Yd tli  engineers  there  seems  to  be 
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more  of  true  loyalty  to  the  profession  and 
concern  in  its  advancement  than  of  so  called 
loyalty  to  deficient  fellow  members  who  have 
hard  luck  with  their  work. 

Speaking  more  directly  to  the  topic  of 
higher  professional  standards  that  can  assist 
in  improving  the  hospital — the  doctors  are 
now  recognized  by  a Federal  court  as  mem- 
bers of  a profession  rather  than  belonging  to 
a trade.  This  recognition  increases  the  obli- 
gation to  cast  off  any  vestigial  remnants  of 
trade  spirit,  and  to  enter  the  hospital  door 
with  more  of  the  public  service  motive.  If 
the  hospital  management  is  to  serve  the  pub- 
lic adequately,  there  must  be  more  self- 
effacing  cooperation  from  the  medical  staff. 

A higher  professional  standard  is  needed 
in  the  staff's  attitude  toward  new  light  upon 
old  problems,  and  new  ways  of  doing  things, 
expressed  in  a cooperative  effort  to  advance 
the  hospital  technique.  Professional  stand- 
ards in  contrast  with  trade  practices  call  for 
generous  cooperation,  with  the  prime  purpose 
of  securing  larger  benefits  to  the  patients. 

However,  cooperation  within  the  medical 
staff  goes  too  far  when  the  staff’s  consensus 
of  opinion  as  publicly  expressed  fails  to  agree 
with  statements  from  individual  members 
expressed  “in  confidence.”  Consistency  is  a 
jewel  that  shines  in  any  profession. 

Finally,  public  hospitals  are  not  built  to 
honor  trustees  or  to  support  doctors,  but  to 
serve  unfortunate  members  of  the  community 
who  can  be  helped  by  improved  nursing  fa- 
cilities and  cooperative  medical  skill.  Per- 
sonal ambitions  should  be  parked  outside. 

Representing  the  Lay  Trustee 
Richard  D.  Hale,  Waterville 

In  this  discussion  we  are  interested  pri- 
marily in  what  can  be  done  to  improve 
hospital  standards  by  elevation  of  medical 
standards  as  they  affect  relations  with  the  hos- 
pitals. Before  we  can  discuss  a thing,  it  is 
quite  well  to  define  it.  In  an  article  that 
appeared  in  the  April,  1939,  edition  of  the 
publication  of  The  American  Medical  Asso- 
ciation, Berry  C.  Smith,  General  Director  of 
the  Commonwealth  Fund,  defined  a hospital 
in  the  following  manner : 

“This  then,  would  be  my  definition  of  a 
hospital,  a fireproof,  properly  equipped  plant 
(whether  large  or  small)  with  a medical  staff 


and  other  personnel  competent  to  render  the 
service  made  possible  by  such  a plant.”  My 
thoughts  will  be  based  mainly  on  this  defini- 
tion and  I beg  you  to  constantly  remember 
that  they  come  from  a layman  whose  nearest 
knowledge  about  a hospital  is  that  of  an  in- 
terested director  and  ex-patient. 

Let  us  start  at  the  very  apex  of  the  tri- 
angle : the  medical  staff.  In  any  community, 
be  it  large  or  small,  there  are  a certain  group 
of  men  who  have  fulfilled  the  necessary  legal 
requirements  to  practice  medicine.  Among 
these  men  there  are  good,  bad,  and  indiffer- 
ent doctors.  This  is  no  more  true  with  doc- 
tors than  it  is  with  lawyers,  bankers,  dentists, 
or  other  professions  or  businesses.  This  leads 
me  to  say  that  one  way  of  improving  hospital 
service  is  a careful  selection  of  the  men  who 
are  invited  to  join  the  staff.  And  one  step 
further — a constant  checking  of  the  doctors 
on  the  staff  as  to  their  qualifications  to  re- 
main there.  A hospital  should  not  feel  that 
once  a doctor  is  on  their  staff  that  he  is  quali- 
fied to  remain  for  life  simply  because  he  was 
once  placed  there.  Xeither  should  they  make 
the  mistake  of  not  keeping  an  eye  on  new 
men  in  their  community  or  immediate  vicin- 
ity to  keep  refreshing  and  improving  their 
staff.  Medical  sciences  move  swiftly  today 
and  a young  and  newly  trained  man  can  and 
may  make  a valuable  contribution  to  a staff. 
In  modern  medicine  it  may  be  necessary  for 
a patient  to  be  treated  by  one  or  more  doctors 
of  the  staff  over  and  above  his  own  physician 
or  surgeon.  He  should  feel  and  know  that 
other  staff  members  are  qualified  to  give  him 
as  good  attention  in  their  own  fields  as  his 
own  doctor  could,  should  the  need  arise  for 
such  treatment  or  consultation,  during  the 
period  of  his  hospitalization.  It  is  here  that 
a hospital  trustee  may  be  of  some  material 
aid  in  cooperation  with  the  medical  men 
already  on  the  staff.  True,  his  medical  com- 
petence must  be  passed  on  by  other  doctors 
and  not  laymen,  but  laymen  who  are  trustees 
may  well  be  aware  of  his  ethics  and  his  gen- 
eral desirability  for  such  an  appointment. 
Staff  appointments  are  a most  serious  piece 
of  business,  and  they  should  be  regarded  as 
such  by  staff  and  trustees  alike.  Where  could 
there  be  a more  vulnerable  point  or  a better 
place  to  improve  hospital  standards  than  by 
constantly  elevating  the  medical  staff  ? 
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In  liis  definition  of  a hospital  Mr.  Smith 
speaks  first  of  the  medical  staff  and  then  the 
other  personnel.  Under  my  few  remarks  con- 
cerning other  personnel  I shall  group  the 
superintendent,  the  nurses,  and  technicians. 
There  is  no  question  in  my  mind  but  what 
the  superintendent  can  make  or  break  a small 
hospital.  Upon  him  or  her  will  fall  the  ardu- 
ous labor  of  nearly  everything.  They  should 
be  well  trained  and  should  be  schooled  in 
their  field  by  courses  offered  at  large  institu- 
tions in  various  parts  of  the  country.  The 
smooth  functioning  of  the  hospital,  the  at- 
mosphere, and  the  feelings  of  the  patient  may 
at  times  depend  entirely  on  the  superintend- 
ent. 

How  for  the  nurses  employed  directly  by 
the  hospital.  In  all  cases  they  should  be 
trained  nurses,  and  as  far  as  possible  trained 
nurses  who  have  done  graduate  work.  The 
medical  staff  can  do  no  more  than  their  best 
and  they  should  have  the  best  nurses  that  can 
be  provided  to  carry  on  when  they  leave  off. 
There  again  the  nurses  employed  on  the  floor 
represent  the  hospital  and  in  their  contact 
with  the  patient  they  speak  much.  ISTurses 
should  not  be  hired  by  the  hospital  on  a hit 
or  miss  basis,  but  they  should  be  seriously 
considered  from  such  angles  as  training,  ex- 
perience, personality,  and  reactions  to  cer- 
tain cases.  The  hospital  superintendent  or 
board  might  well  ask  themselves  this  question 
concerning  their  nursing  services.  Is  the  per- 
sonnel and  service  so  administered  that  the 
planning,  supervision,  direction  and  coordi- 
nation of  activities  will  realize  the  desired 
purpose  of  the  organization  with  a minimum 
of  human  effort  and  friction,  with  an  ani- 
mated spirit  of  cooperation,  and  with  proper 
regard  for  the  genuine  well  being  of  all 
members  of  the  organization?  Ho  point  in 
the  hospital  offers  a chance  to  raise  standards 
so  quickly  with  the  exception  of  the  medical 
staff,  as  does  the  improvement  in  the  quality 
and  character  of  the  nurses  and  their  services. 

In  speaking  of  the  medical  staff  and  the 
other  personnel  of  the  hospital  we  have  two 
very  concrete  ways  in  which  we  may  improve 
hospital  standards  by  direct  elevation  of 
medical  standards.  I believe  there  are  two 
other  ways  such  standards  may  be  raised,  in- 
directly to  be  sure,  but  worthy  of  considera- 


tion. The  first,  in  this  much  abused  field 
called  public  relations,  and  the  second  in  the 
type,  quality  and  interest  of  the  directors  of 
the  hospital.  I shall  devote  a few  words  to 
each. 

The  brunt  of  public  relations  must  fall  on 
the  superintendent,  the  nurses,  the  techni- 
cians, and  even  the  orderlies.  In  most  cases, 
to  the  patient  at  least,  the  doctor  can  do  no 
wrong,  but  the  other  personnel  is  on  the  spot. 
Let  us  remember  that  most  people’s  contact 
with  a hospital  comes  at  a time  when  they,  a 
member  of  their  family,  or  a close  friend,  are 
a patient.  They  are  hardly  normal  at  that 
time  and  most  of  them  are  scared  to  death. 
They  need  to  be  treated  with  the  utmost  tact 
and  confidence,  and  their  unreasonableness 
overlooked.  This  may  be  unfair,  but  it  is  so. 
It  is  the  kindly  word  of  a nurse,  or  a short 
visit  from  the  superintendent  that  the  patient 
remembers,  not  the  daring  and  difficult  piece 
of  surgery  performed  by  the  doctor.  Let  each 
employee  of  the  hospital  make  each  patient 
feel  the  hospital  is  revolving  about  them,  and 
you  will  have  made  a definite  accomplish- 
ment in  the  field  of  public  relations. 

How  let  us  consider  for  a moment  the 
hard-working  and  over-paid  individuals  who 
are  hospital  trustees.  If  only  both  adjectives 
were  true ! Let  the  hospital  select  men  for 
their  trustees  who  are  not  content  to  let  their 
duties  represent  only  their  attendance  at  the 
few  yearly  meetings.  The  trustee,  if  he  is 
worth  the  name,  should  visit  the  hospital 
often.  He  should  know  well  the  various  ad- 
ministrative officers  and  feel  he  can  exchange 
opinions  with  them.  He  should  make  sugges- 
tions and  offer  criticisms  of  a constructive 
nature.  In  brief,  he  should  feel  that  this 
stewardship  is  more  than  an  honor  or  rec- 
ognition. It  is  a serious  business  to  which 
he  should  and  must  give  serious  attention. 

In  summary,  then,  let  us  give  serious  con- 
sideration to  our  staffs,  our  personnel,  our 
public  relations,  and  our  trustees,  all  of 
which  present  possibilities  of  raising  our  hos- 
pital standards.  Constant  attention  should 
be  given  all  of  the  above  groups  and  phases, 
and  that  our  one  worthy  aim  in  so  doing  is 
that  we  still  want  to  run  a hospital,  not  a 
laboratory,  and  that  our  primary  job  is  that 
of  giving  good  care  to  the  sick. 
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The  National  Physicians’  Committee  is  discussed  in  an  able  editorial  in  the 
January  Journal. 

The  personnel  of  the  Committee  should  and  does  inspire  confidence,  and  prob- 
ably the  plan  is  good,  but  there  seems  to  be  seme  doubt  as  to  whether  such  a Com- 
mittee is  necessary  and  as  to  what  it  proposes  to  do. 

The  Trustees  of  the  New  Jersey  Medical  Society  have  sent  out  a letter  to  all  the 
Presidents  and  Secretaries  of  the  State  Associations  criticizing-  the  plan. 

I quote  from  their  letter: 

“We  in  New  Jersey  believe  that  the  part  taken  by  organized  medicine 
should  be  taken  by  the  A.  M.  A.,  not  through  a specially  created  subsidiary 
organization  controlled  by  the  A.  M.  A. 

We  believe  that  to  take  this  indirect  way  will  be  to  invite  criticism. 

Those  who  a year  ago  were  threatening  the  A.  M.  A.  will  have  handed 
to  them  a new  avenue  for  abuse. 

They  will  be  able  to  charge  that  the  A.  M.  A.  is  trying  to  accomplish 
by  subterfuge  what  it  is  afraid  to  do  in  its  own  person. 

They  will  be  given  by  the  A.  M.  A.  a perfect  instrument  with  which 
to  fill  the  minds  of  the  public  with  suspicion  and  to  destroy  the  good  name 
of  the  A.  M.  A.  — and  the  A.  M.  A.  will  have  no  defense. 

We  are  told  that  this  indirect  way  is  necessary  in  order  to  avoid  the 
risk  of  becoming  liable  to  heavy  taxation. 

We  in  New  Jersey  cannot  believe  that  if  the  A.  M.  A.  offers  its  advice 
and  cooperation,  which  have  already  been  sought  by  those  preparing  the 
legislation,  it  would  thereby  be  classified  as  promoting  legislation. 

We  also  do  decidedly  believe  that  no  amount  of  taxes  saved  can  com- 
pensate the  A.  M.  A.  for  the  loss  of  public  esteem." 

All  those  on  both  sides  of  this  question  are  working  for  the  good  of  organized 
medicine  — their  only  difference  is  which  is  the  better  method  of  procedure. 

I am  still  of  open  mind  hut  am  inclined  to  the  New  Jersey  point  of  view. 

George  L.  Pratt,  M.  D., 

President,  Maine  Medical  Association. 
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Editorial 

Our  Annual  Dues 


The  Journal  again  calls  attention  to  the 
fact  that  each  and  every  county  secretary 
must  file  their  paid-up  membership  list  with 
the  secretary-treasurer  of  the  Maine  Medical 
Association  on  or  before  April  first.  Prompt 
attention  of  the  members  in  meeting  this 
yearly  obligation  makes  possible  a 100%  list 
from  each  county  society,  since  it  is  through 
the  county  societies  that  membership  in  the 
State  Association  is  maintained ; it  also  en- 
ables the  Journal  to  publish  the  complete  an- 
nual membership  roster  in  the  May  issue ; 
each  county  to  maintain  its  full  membership 
standing  and  for  each  and  all  of  us  help  and 
protection  in  many  ways. 

Physicians  must  recognize  in  order  for 
medicine  to  express  itself  properly  today  that 
it  is  necessary  to  meet  the  required  costs; 
they  are  far  from  becoming  less  since  de- 
mands are  increasingly  frequent.  Unfortu- 
nate as  it  is,  and  it  is  partially  our  fault,  a 
rather  one-sided  picture  has  been  presented 
to  the  public  and  it  will  remain  one-sided  un- 
less medicine  itself  assumes  the  task.  Aside 
from  our  professional  work  we  have  a social 
and  public  responsibility  that  must  be  met. 
To  disregard  this  fact  would  reflect  on  our 
intelligence;  to  fail  on  the  job  will  result  in 
more  or  less  discredit  of  the  profession  as  a 
whole.  The  average  physician  shuns  politics 
and  politicians;  quite  naturally.  As  Creigh- 
ton Barker  of  Hew  Haven  well  puts  it:  “Ho 
one  is  more  reluctant  than  I to  advocate  that 
medicine  go  into  public  politics  but  the  fact 
is  that  public  politics  have  come  into  medi- 
cine, and  wisdom  points  out  that  we  should 
meet  the  situation  fairly  and  with  the  honest 
strength  that  is  ours.” 

If  the  best  interests  of  the  profession  are  to 
continue,  and  the  health  and  welfare  of  the 
people  of  this  country  depend  on  the  fact 
that  medicine  must  remain  the  master  of  its 
own  house,  it  is  time  that  the  rank  and  file 
cease  an  attitude  of  laissez-faire  and  to  recog- 
nize that  confusing  and  important  conditions 
do  obtain  and  that  we,  as  a profession,  lend 


all  possible  aid  in  bringing  order  out  of  chaos. 
Changes  in  the  distribution  of  medical  care 
have  taken  place ; others  and  more  are  bound 
to  come,  yet  it  will  be  only  through  the  efforts 
and  cooperation  of  every  member  of  the  pro- 
fession that  a sane  and  safe  program  can  be 
initiated,  adopted  and  made  to  work. 

To  assume  an  attitude  that  conditions  will 
finally  work  out  all  right  and  with  satisfac- 
tion to  all,  with  little  or  no  effort  on  the  part 
of  the  profession,  suggests  that  one  so  feeling 
knows  little,  if  anything,  of  the  ways  and 
means  of  those  who  would  introduce  radical 
changes  in  medicine:  education,  bureaucratic 
control  and  the  distribution  of  services.  The 
unconcealed  hostility  given  to  the  spokesmen 
for  organized  medicine  at  the  meeting  in 
Washington  under  the  auspices  of  the  Inter- 
departmental Committee,  obviously  held  to 
pave  the  way  for  the  adoption  of  measures 
agreeable  to  and  advocated  by  it  and  the 
Health  Bill  of  Senator  Wagner  can  be,  and 
is,  duplicated  in  many  state  legislatures.  The 
proponents  of  any  measure  sponsored  by  the 
medical  profession,  especially  by  physicians, 
can  look  with  confidence  to  having  honest 
methods  impugned ; that  they  will  be  treated 
many  times  with  studied  discourtesy  and  by 
any  and  all  means  their  purposes  wilfully 
misconstrued. 

It  would  be  difficult,  if  not  impossible  to 
find  any  instance  where  at  the  request  of  any 
designated  authority,  Federal  or  State,  an 
official  of  the  American  Medical  Association 
or  any  of  its  component  state  societies  refused 
to  lend  all  possible  aid  in  the  solution  of  prob- 
lems common  to  both.  It  may  be  just  in  the 
day’s  work  for  the  hired  men  of  any  group, 
cult  or  ism  to  employ  their  detestable  smear- 
ing tactics  but  even  now,  to  a certain  extent 
at  least,  we  still  operate  under  a government 
by  and  for  the  people  and  to  the  people  we 
must  go  if  their  elected  representatives  and 
the  hired  mercenaries  persist  in  exhibiting  a 
truculence  apparent  as  it  is  unfair. 
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A ndroscoggin 

The  annual  meeting  of  the  Androscoggin  Coun- 
ty Medical  Society  was  held  January  18th,  at  the 
Y.  M.  C.  A.,  at  Auburn,  Maine. 

Annual  reports  of  the  Secretary  and  Treasurer 
were  read  and  approved. 

The  Nominating  Committee  comprising  Doctors 
W.  L.  Haskell,  R.  W.  Goodwin  and  A.  W.  Plummer 
brought  in  a slate  for  the  coming  year. 

Officers  elected  were: 

President,  John  E.  Cartland,  M.  D.,  Auburn. 

Vice-President,  Camp  C.  Thomas,  M.  D.,  Lewis- 
ton. 

Secretary-Treasurer,  W.  P.  Webber,  M.  D.,  Lew- 
iston. 

Delegate  to  1940  annual  session  of  the  Maine 
Medical  Association,  M.  S.  F.  Greene,  M.  D.,  Lew- 
iston. 

Alternate,  R.  N.  Randall,  M.  D.,  Lewiston. 

Councilor,  W.  J.  Fahey,  M.  D.,  Lewiston. 

A paper  entitled  Medicine  Today,  which  we  hope 
will  be  seen  in  an  early  issue  of  the  Journal,  was 
read  by  the  retiring  President,  L.  P.  Gerrish,  M. 
D.  It  was  voted  that  this  paper  be  sent  to  The 
.Journal  of  the  Maine  Medical  Association  for 
publication. 

The  scientific  program  consisted  of  a very  inter- 
esting short  summary  of  the  drugs  and  techniques 
used  in  anesthesia,  by  Doctor  Gilbert  Clapperton. 

A rising  vote  of  thanks  was  given  to  the  retir- 
ing President  for  his  excellent  paper,  and  work 
of  the  past  year. 

Adjourned  at  10.30  P.  M. 

Wedgwood  P.  Webber,  M.  D., 

Secretary. 


Cumberland 

Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  January  2,  1940,  at  8.15  P.  M.  The 
President,  Doctor  Franklin  Ferguson,  presided. 
There  were  29  members  present. 

The  paper  of  the  evening  was  presented  by  Doc- 
tor Donald  H.  Daniels,  who  gave  an  interesting 
illustrated  talk  on  Some  Interesting  Medical  His- 
torical Pictures 

Alice  Whittier,  Secretary. 


Franklin 

Doctor  Bell  Honored  by  Hospital  Board 

Charles  W.  Bell,  M.  D.,  has  been  elected  con- 
sultant surgeon  emeritus  of  the  Franklin  County 
Memorial  Hospital.  He  is  the  first  of  the  institu- 
tion’s staff  to  receive  such  recognition. 

Members  of  the  staff  paid  tribute  to  Doctor  Bell 
in  a resolution  adopted  by  the  body  in  which  they 
recounted  the  physician’s  service  for  more  than 
thirty  years  to  the  State  and  Franklin  County, 
particularly  his  efforts  toward  modernization  of 
the  hospital. 


Knox 

A meeting  of  the  Knox  County  Medical  Society 
was  held  at  the  Copper  Kettle,  Rockland,  Decem- 
ber 12,  1939.  The  President,  Doctor  Apollonio  pre- 
sided. Records  of  the  November  meeting  were 
read  and  approved. 

The  question  of  by-laws  for  the  Society  was 
brought  up  and  it  was  moved  by  Doctor  Jameson 
that  the  secretary  send  to  the  secretary  of  the 
American  Medical  Assn,  for  a copy  of  specimen 
by-laws  as  arranged  for  county  societies  and  ad- 
vice regarding  adoption  of  same. 

The  Treasurer’s  report  was  accepted  and  placed 
on  file. 

Victor  Shields,  M.  D.,  of  Camden,  was  elected 
to  membership. 

The  following  officers  were  elected  for  the  en- 
suing year: 

President,  H.  L.  Apollonio,  M.  D.,  Camden. 

Vice-President,  C.  B.  Popplestone,  M.  D.,  Rock- 
land. 

Secretary-Treasurer,  A.  J.  Fuller,  M.  D.,  Penia- 
quid. 

Delegates  to  the  1940  annual  session  of  the  Maine 
Medical  Association,  G.  W.  Soule,  M.  D„  Camden, 
and  James  Carswell,  M.  D.,  Camden. 

Alternates,  Harry  Tounge,  Jr.,  M.  D.,  Camden, 
and  C.  B.  Popplestone,  M.  D.,  Rockland. 

Board  of  Censors,  N.  A.  Fogg,  M.  D.,  Rockland, 
A.  W.  Foss,  M.  D.,  Rockland,  C.  H.  Jameson,  M.  D., 
Rockland. 

The  teaching  clinic  at  the  hospital  with  Doctor 
Dameshek,  Hematologist,  visiting  was  mentioned 
to  the  members. 

The  Fall  Clinic  was  discussed  and  a talk  by  Doc- 
tor Pratt,  President  of  the  Maine  Medical  Associa- 
tion, with  general  news  of  the  Society,  was  the 
chief  feature  of  the  meeting. 

Doctor  Loughlin  reported  cases  of  Multiple  Poly- 
neuritis. 

Twenty-one  doctors  were  present. 

A.  J.  Fuller,  Secretary. 
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A special  meeting  of  the  Knox  County  Medical 
Society  held  at  the  Copper  Kettle,  Rockland,  Jan- 
uary 18,  1940,  was  called  to  order  by  the  President, 
Doctor  Apollonio. 

Doctor  Homans,  Professor  of  Surgery  at  Harvard, 
who  conducted  ward  rounds  at  the  Knox  Coun- 
ty General  Hospital,  talked  on  Thrombosis  oncl 
Embolism  and  gave  many  new  ideas  on  diagnosis 
and  treatment.  Spirited  discussion  by  the  mem- 
bers indicated  the  interest  they  felt  in  the  talk. 

Owing  to  the  fact  that  this  was  a special  meet- 
ing, no  business  was  transacted. 

A.  J.  Fuller,  Secretary. 


Piscataquis 

A meeting  of  the  Piscataquis  County  Medical  As- 
sociation was  held  in  Doctor  Bundy’s  office  at  Milo, 
December  14,  1939. 

John  B.  Curtis,  M.  D.,  of  Brownville  Junction, 
was  elected  to  membership. 

A communication  from  the  Maine  Medical  Asso- 
ciation in  which  they  requested  an  expression  of 
opinion  as  to  whether  the  fall  clinical  sessions 
were  desirable  or  not  was  read.  It  was  the  unani- 
mous vote  of  this  association  that  we  express  our- 
selves in  favor  of  continuing  the  fall  clinical  ses- 
sions. 

Manning  Moulton,  M.  D.,  of  Bangor,  gave  a most 
interesting  talk  on  Eye  Injuries. 

Nine  members  and  one  guest  were  present. 

N.  H.  Nickerson,  Secretary. 


York 

The  annual  meeting  of  the  York  County  Medical 
Society  was  held  at  the  Henrietta  Goodall  Hospital, 
January  10,  1940.  The  attendance  was  the  best  in 
several  years. 

A very  enjoyable  dinner  was  served  at  1.00  P.  M. 
with  the  business  meeting  at  2.00  P.  M. 

The  following  officers  were  elected  for  the  ensu- 
ing year: 

President,  W.  T.  Roussin,  M.  D.,  Biddeford. 

Vice-President,  O.  B.  Head,  M.  D.,  Sanford. 

Secretary-Treasurer,  C.  W.  Kinghorn,  M.  D., 
Kittery. 

Board  of  Censors,  Paul  Hill,  Jr.,  M.  D.  (1940), 
Saco;  E.  C.  Cook,  M.  D.  (1941),  York  Village;  J. 
R.  LaRochelle,  M.  D.  (1942),  Biddeford. 

Delegates  to  the  Annual  Meeting  of  the  Maine 
Medical  Association,  C.  W.  Kinghorn,  M.  D.,  Kit- 
tery; Paul  Hill,  Jr.,  M.  D.,  Saco. 


Alternates,  J.  H.  Macdonald,  M.  D„  Kennebunk; 
Carl  E.  Richards,  M.  D.,  Alfred. 

Ralph  S.  Belmont,  M.  D.,  of  Sanford,  and  George 

L.  Gould,  M.  D.,  of  Biddeford,  were  elected  to 
membership. 

Application  for  transfer  for  Elmer  E.  Tower,  M. 

D. ,  of  Ogunquit,  was  read  and  accepted. 

It  was  voted  to  request  the  Council  to  present  E. 

E.  Shapleigh,  M.  D.,  of  Kittery,  with  a fifty-year 
medal. 

Our  program,  A Panel  Discussion  of  Cardiac 
Vascular  Diseases,  was  in  charge  of  E.  E.  Holt, 

M.  D.,  of  Portland,  and  proved  to  be  very  interest- 
ing. 

Management  of  Acute  Coronary  Thrombosis, 
John  O.  Piper,  M.  D.,  Waterville. 

Clinical  Differentiation  of  Cardiac  Arrhythmias, 
E.  H.  Drake,  M.  D.,  Portland. 

The  Differential  Diagnosis  of  Heart  Pain,  C.  W. 
Steele,  M.  D.,  Auburn. 

Treatment  of  Cardiac  Edema,  E.  R.  Blaisdell, 
M.  D.,  Portland. 

The  Retinal  Picture  in  Vascular  Disease,  E.  E. 
Holt,  M.  D„  Portland. 

Our  next  meeting  will  be  in  Biddeford  in  April. 

C.  W.  Kinghorn,  Secretary. 


Coming  Meetings 

Cumberland 

Cumberland  County  Medical  Society,  D.  H.  Daniels, 
M.  D.,  Portland,  Secretary. 

There  will  be  a meeting  of  the  Cumberland 
County  Medical  Society,  February  16,  1940, 
at  the  Eastland  Hotel,  at  7.00  P.  M. 

Program : A Panel  Discussion  on  Pneumonia, 
Frederick  T.  Hill,  M.  D.,  Waterville,  Chair- 
man. 

The  evening  program  will  be  preceded  by  a 
Clinic  at  the  Maine  General  Hospital  at 
4.30  P.  M. 


New  Members 

A ndroscoggin 

Otis  B.  Tibbetts,  M.  D.,  Auburn,  Maine. 

Knox 

Victor  Shields,  M.  D.,  Camden,  Maine. 

York 

Ralph  S.  Belmont,  M.  D.,  Sanford,  Maine. 


Have  You  Paid  Your  1940  State  and  County  Dues  ? 
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Graduate  Medical  Education* 

A Progress  Report  of  the  Field  Study  on  Graduate  Medical  Education  in  the  United  States 
Being  Conducted  by  the  Council  on  Medical  Education  and  Hospitals 


MAINE 

MAINE  MEDICAL  ASSOCIATION 

The  Committee  on  Graduate  Education  of  the 
Maine  Medical  Association  through  its  chairman, 
Dr.  Frederick  T.  Hill,  has  expressed  the  opinion 
that  it  has  been  generally  accepted,  over  the  past 
two  years,  that  the  medical  profession  must  as- 
sume the  responsibility  for  a continuation  pro- 
gram of  professional  education.1  Heretofore  any 
effort  of  this  kind  has  been  left  largely  to  the  ini- 
tiative of  the  individual  physician.  In  the  past  it 
has  been  assumed  that  the  responsibility  for  medi- 
cal education  has  rested  largely  with  the  medical 
school.  It  is  now  realized  that  the  school’s  respon- 
sibility may  cease  at  the  time  of  graduation  and 
yet  the  physician's  education  must  be  continued 
through  the  years,  for  medicine  is  not  static. 
Medical  organizations  can  assume  this  responsi- 
bility and  must,  especially  where  the  initiative  of 
the  individual  is  lacking. 

During  the  past  seven  years  the  Maine  Medical 
Association  has  changed  the  character  of  its  two 
annual  meetings  and  has  consistently  improved 
its  programs,  elevating  the  educational  standard. 
Those  physicians  who  attend  the  annual  summer 
meetings  may  benefit  from  the  two  mornings  de- 
voted to  group  conferences.  These  meetings  are 
held  in  a resort  hotel,  away  from  the  cities.  At  the 
fall  clinical  sessions,  two  full  days  are  given  to 
clinical  demonstrations,  group  clinical  confer- 
ences, case  reports  and  round  table  discussions. 
These  meetings  are  held  in  one  of  the  four  cities 
of  the  state  where  hospital  facilities  are  available 
for  clinical  instruction.  Local  physicians  conduct 
day  clinics  and  ward  rounds,  utilizing  the  facilities 
of  cooperating  local  hospitals.  Daytime  sessions 
are  held  from  9.30  a.  m.  to  5 p.  m.,  followed  by  din- 
ner, with  the  first  evening  devoted  to  a panel  dis- 
cussion of  a subject  of  current  interest.  For  exam- 
ple, anesthesia  was  discussed  by  four  out-of-state 
and  two  Maine  physicians  in  October,  1939.  The 
second  evening  a guest  speaker  discussed  another 
subject  as  part  of  the  regular  program  of  the  local 
county  medical  society. 

Attendance  at  the  annual  summer  meetings  of 
the  state  association  has  varied  from  318  to  466 
and  at  the  fall  clinical  conferences  from  216  to 
249.  There  are  987  physicians  in  Maine,  718  of 
whom  are  members  of  the  state  medical  associa- 
tion. 

Two  years  ago  the  committee  on  graduate  edu- 
cation developed  a program  modeled  on  the  panel 
system  in  which  usually  six  or  more  Maine  physi- 
cians were  assigned  to  certain  phases  of  the  sub- 
ject under  discussion.  Each  was  limited  to  fifteen 
minutes  and  during  this  time  other  members  of 
the  panel  could  interrupt  with  questions  or  objec- 
tions, thus  permitting  a more  or  less  continuous 
debate.  Also  questions  from  other  physicians  were 
discussed.  An  effort  was  made  to  cover  the  topic 
selected  in  approximately  two  hours.  Panel  dis- 
cussions available  for  county  medical  society  pro- 
grams included  pneumonia,  cardiorenal  disease, 


fractures,  acute  appendicitis,  laboratory  proce- 
dures, thoracic  surgery,  blood  dyscrasias  and  con- 
vulsions. A chairman  was  appointed  for  each  topic 
selected.  In  the  last  two  years  practically  all  the 
fifteen  county  societies  in  the  state  have  invited 
the  committee  on  graduate  education  to  give  panel 
discussions.  No  fees  are  charged;  the  state  asso- 
ciation in  1938  appropriated  $500  to  pay  the  travel 
expenses  of  panel  participants. 

GRADUATE  FELLOWSHIPS 

Practicing  physicians  of  Maine  are  afforded  the 
unique  opportunity  of  having  their  graduate  study 
financed  in  other  states  where  ample  facilities  for 
clinical  instruction  have  been  more  fully  devel- 
oped. The  graduate  committee  of  the  state  asso- 
ciation has  cooperated  with  the  Bingham  Asso- 
ciates Fund  and  the  Commonwealth  Fund,  of  New 
York,  in  an  endeavor  to  allocate  available  fellow- 
ships where  most  needed. 

Applicants  for  Commonwealth  Fund  grants  must 
be  under  45  years  of  age,  graduates  of  approved 
medical  schools,  in  good  standing  with  the  Maine 
Medical  Association  and  in  practice  for  five  or 
more  years  in  communities  of  less  than  10,000 
population.  Fellowships  are  provided  in  Boston 
hospitals  for  one  month  in  medicine,  pediatrics, 
obstetrics  or  office  surgery.  The  stipend  is  $250 
plus  tuition  and  travel  expenses. 

Bingham  Associates  Fund  fellowships  are  avail- 
able to  members  of  the  Maine  Medical  Association, 
each  carrying  an  honorarium  of  $250.  The  New 
England  Medical  Center,  Tufts  College  Medical 
School,  Boston,  provides  rooms  and  meals  for  fel- 
lows at  reduced  rates.  One  week  fellowships,  suffi- 
cient to  pay  expenses  only,  are  offered  also.  Sub- 
jects included  are  obstetrics  and  gynecology  and 
pediatrics,  one  month  each;  allergy,  hematology 
and  proctology,  forty  hours  each,  and  diabetes, 
endocrinology,  electrocardiography,  cardiology, 
genito-urinary  diseases,  diseases  of  the  chest, 
gastro-enterology  and  dermatology.  Classes  are 
limited  to  from  four  to  six  physicians. 

Approximately  15  per  cent  of  the  physicians  prac- 
ticing in  Maine  have  taken  fellowships  offered  by 
either  the  Bingham  Associates  Fund  or  the  Com- 
monwealth Fund  and  an  additional  10  per  cent 
have  independently  engaged  in  similar  study. 

RECOMMENDATIONS  FOR  CONTINUATION  STUDY 

In  May,  1939,  the  state  medical  association’s 
committee  on  graduate  education  recommended 
(1)  that  greater  coordination  be  developed  be- 
tween the  annual  summer  meeting  and  the  annual 
fall  clinical  session  to  insure  a long-range  point 
of  view,  (2)  that  panel  discussions  in  county  so- 
cieties be  continued,  (3)  that  hospital  staff  pro- 
grams, utilizing  clinical  material  for  case  studies, 
be  encouraged,  (4)  that  the  state  association  par- 
ticipate in  the  New  England  Post-Graduate  Assem- 
bly, held  in  Boston,  and  (5)  that  fellowships 
offered  by  the  Bingham  Associates  and  the  Com- 
monwealth funds  be  more  generally  utilized. 


* Reprinted  from  The  Journal  of  the  American  Medical  Association,  Vol.  114,  No.  3,  Page  260. 

1 Hill,  F.  T. : The  Place  of  the  Panel  Discussion  in  a Program  of  Graduate  Education,  editorial.  J.  Maine  M.  A. 
30  : 60  (March)  1939. 
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INSTRUCTION  IN  OBSTETRICS  ANI)  PEDIATRICS 

An  extension  course  in  obstetrics  and  pediatrics 
was  given  in  1936-1938  under  the  auspices  of  the 
Maine  State  Department  of  Health  and  Welfare, 
in  cooperation  with  the  Maine  Medical  Associa- 
tion. An  obstetrician  and  a pediatrician  from 
Maine  were  engaged  for  the  lectures,  which  were 
given  in  the  six  councilor  districts  of  the  state. 
Afternoon  and  evening  sessions  were  illustrated 
with  movies.  Obstetric  subjects  included  normal 
labor,  forceps  procedures,  breech  presentations 
and,  in  pediatrics,  asphyxia,  vomiting  and  injuries 
of  the  newborn.  Three  or  six  lectures  were  given 
in  each  locality.  Attendance  during  1936-1937  was 
216  in  obstetrics  and  160  in  pediatrics.  In  1937- 
1938  the  attendance  totaled  approximately  130 
physicians.  No  registration  fees  were  charged, 
since  federal  funds  were  utilized. 


LENDING  LIBRARY  FACILITIES 

The  Frederic  Henry  Gerrish  Memorial  Library, 
Lewiston,  Maine,  established  in  December,  1936, 
with  a grant  from  the  Bingham  Associates  Fund 
at  the  Central  Maine  General  Hospital,  serves  the 
medical  profession  of  the  state  with  recent  period- 
icals and  other  reference  material.  There  are  124 
foreign  and  domestic  periodicals  received  by  the 
library.  In  addition,  there  is  a large  collection  of 
selected  reprints.  Approximately  400  journals  are 
requested  each  month.  Items  may  be  borrowed 
for  a period  of  two  weeks  by  members  of  the 
Maine  Medical  Association.  A rotating  library 
service  through  six  associated  hospitals  was  be- 
gun a year  ago.  Six  current  journals  are  mailed 
to  each  hospital  each  month  and  remailed  by  each 
hospital  until  the  circuit  is  completed.  A part 
time  librarian  is  employed.  The  cost  of  this  library 
service  approximates  $1,000  annually. 


Notices 


Bureau  of  Health 
Services  for  Crippled  Children 
Clinic  Schedule 


Bangor:  Eastern  Maine  General  Hospital 

Thursday,  1.00-3.00  P.  M 
March  7th 


Rockland:  Knox  County  Hospital 

Thursday,  1.30-3.00  P.  M. 
February  29th 

Waterville:  Thayer  Hopital 

Thursday,  1.30-3.00  P.  M. 
March  21st 

Portland:  Children’s  Hospital 

Monday,  9.00-11.00  A.  M. 
February  12th,  March  11th 


Tumor  Clinics 


Bangor:  Eastern  Maine  General  Hospital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Magnus  F.  Ridlon,  M.  D. 

Lewiston:  Central  Maine  General  Hospital 

Tuesday,  10.00  A.  M.-12.00  M. 
Director,  E.  V.  Call,  M.  D. 

St.  Mary's  General  Hospital 
Wednesday,  4.00  P.  M. 

Director,  R.  A.  Beliveau,  M.  D. 

Portland:  Maine  General  Hopital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Mortimer  Warren,  M.  D. 

Waterville:  Sisters  Hospital 

1st  & 3rd  Thursdays,  10.00  A.  M. 
Director,  B.  O.  Goodrich,  M.  D. 
Thayer  Hospital 

2nd  & 4th  Thursdays,  10.00  A.  M. 
Director,  E.  H.  Risley,  M.  D. 


Lewiston:  Central  Maine  General  Hospital 

Saturday,  9.00-11.00  A.  M. 

February  24th,  March  30th 

Rumford:  Rumford  Community  Hospital 

Wednesday,  1.30-3.00  P.  M. 

March  27th 

Machias:  Normal  School 

Wednesday,  1.00-3.00  P.  M. 

April  17th 

N.  B.:  This  clinic  schedule  is  subject  to  change. 
If  changes  are  necessary  adequate  notice  will  be 
given. 


Venereal  Disease  Clinics 

For  the  information  of  physicians  wishing  to 
refer  cases  of  venereal  disease  for  treatment,  the 
State  Bureau  of  Health  announces  that  such  facili- 
ties are  available  in  the  following  locations: 

Augusta,  Bangor,  Bath,  Belfast,  Biddeford,  Bing- 
ham, Calais,  Danforth,  Eastport,  Ellsworth,  Grand 
Isle,  Guilford,  Houlton,  Island  Falls,  Lewiston, 
Millinocket,  Old  Town,  Portland,  Presque  Isle, 
Rockland,  Rumford,  Sanford,  Waterville,  Wilton, 
Winthrop. 

Any  physician  wishing  to  refer  a case  may 
obtain  the  name  of  the  clinic  physician,  in  the 
town  where  the  patient  is  to  receive  treatment,  on 
request  to  the  Director,  State  Bureau  of  Health, 
Augusta,  Maine. 
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Maine  Chapter  of  the  American  Physio- 
therapy Association 

There  will  be  a meeting  of  the  Maine  Chapter  of 
the  American  Physiotherapy  Association  at  the 
Eastern  Maine  General  Hospital,  Bangor,  Maine, 
February  17,  1940.  The  speaker  will  be  Allan  Wood- 
cock, M.  D.,  Bangor. 

Officers  of  the  Association: 

President,  Mary  P.  Clancey,  Maine  General  Hos- 
pital, Portland. 

Vice-President,  Florence  Trask,  Children’s  Hos- 
pital, Portland. 

Secretary-Treasurer,  Ruth  S.  O’Brien,  Office  of 
Milton  S.  Thompson,  M.  D„  Portland. 

Chairman  of  Program  Committee,  Florence  Orr, 
Eastern  Maine  General  Hospital,  Bangor. 

Chairman  of  Publicity,  Eleanor  S.  Barnard,  Vet- 
erans Hospital,  Togus. 


American  Board  of  Obstetrics  and 
Gynecology  Examinations 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B) 
will  he  conducted  by  the  entire  Board,  meeting  in 
Atlantic  City,  N.  J.,  on  June  8,  9,  10  and  11,  1940, 
immediately  prior  to  the  annual  meeting  of  the 
American  Medical  Association  in  New  York  City. 

Application  for  admission  to  Group  A,  Part  II, 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  March  15,  1940.  Formal  no- 
tice of  the  time  and  place  of  these  examinations 
will  be  sent  each  candidate  several  weeks  in  ad- 
vance of  the  examination  dates.  Group  A,  Part  II, 
candidates  will  be  examined  on  June  8 and  9, 
and  Group  B,  Part  II,  on  June  10  and  11,  1940. 

The  annual  dinner  of  the  Board  will  be  held  in 
New  York  City  on  Wednesday  evening,  June  12, 
1940,  at  the  Hotel  McAlpin. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pa. 


Correspondence 


Social  Security  Eoard, 

Washington,  D.  C., 

Office  of  the  Regional  Director, 

Region  I,  120  Boylston  Street, 

Boston,  Massachusetts. 

January  25,  1940. 

Dr.  Frank  Jackson, 

Maine  General  Hospital, 

Portland,  Maine. 

Dear  Dr.  Jackson: 

No  one  is  more  familiar  with  the  family  prob- 
lems caused  by  death  than  the  doctor  in  whose 
care  the  family  has  entrusted  its  well  being.  Be- 
yond the  sorrow  and  personal  bereavement,  the 
doctor  is  only  too  painfully  aware  of  the  economic 
problems  which  the  death  of  a breadwinner  may 
bring  to  a family.  Yet,  in  many  cases,  he  is  power- 
less to  assist  when  more  than  his  own  medical 
services  are  needed. 

The  new  provisions  of  Federal  Old-Age  and  Sur- 
vivors Insurance,  effective  January  1,  1940,  may 
have  an  abiding  interest  for  doctors  as  a means 
of  eliminating,  or  at  least  reducing  substantially, 
the  economic  misfortunes  occasioned,  in  many 
cases,  by  death.  A brief  summary  of  those  pro- 
visions which  might  be  of  special  interest  to  the 
general  family  practitioner  follows. 

New  survivors  benefits  are  payable  on  the  death 
of  an  insured  wage  earner  after  December  31, 
1939.  In  contrast  with  the  old-age  payments  after 
age  65,  survivors  benefits  are  payable  without  re- 
gard to  the  age  of  the  deceased.  In  all  cases,  the 
person  on  whose  wages  the  benefits  are  based 
must  have  been  a wage  earner  in  business  or  in- 
dustry, after  1936,  and  must  meet  the  eligibility 
requirements.  Detailed  information  of  these  re- 
quirements may  be  obtained  from  any  of  the  forty- 
four  field  offices  of  the  Social  Security  Board,  lo- 
cated in  the  principal  cities  of  New  England. 

Kinds  of  Survivors  Benefits 

1.  Monthly  cash  benefits  for  insured  wage 
earner’s  widow,  after  age  65,  until  she  remarries 
or  dies. 

2.  Monthly  cash  benefit  for  insured  wage  earn- 


er’s widow,  regardless  of  her  age,  while  she  has 
in  her  care  deceased’s  unmarried  dependent  chil- 
dren under  age  sixteen,  or  under  age  eighteen  if 
still  attending  school. 

3.  Monthly  cash  benefit  for  insured  wage  earn- 
er’s unmarried  dependent  child  or  children,  under 
age  sixteen,  or  under  eighteen  if  still  attending 
school. 

4.  Monthly  cash  benefit  for  insured  wage  earn- 
er’s dependent  parents,  after  age  65,  if  no  widow, 
or  child  under  eighteen  survives. 

5.  Lump  sum  if  insured  wage  earner  leaves  no 
survivors  immediately  entitled  to  monthly  benefits. 

Examples  of  Survivors  Benefits 


With  3 years  of  Coverage 

Average  Monthly  1 Child  Widow 

Wage  of  or  Parent  Widow  and 

Deceased  Worker  65  or  over  65  or  over  1 Child 

$ 50  $10.30  $15.45  $25.75 

100  12.87  19.31  32.18 

150  15.45  23.17  38.62 

250  20.60  30.90  51.50 

With  5 years  of  Coverage 

$ 50  $10.50  $15.75  $26.25 

100  13.12  19.69  32.81 

150  15.75  23.62  39.37 

250  21.00  31.50  52.50 

With  10  years  of  Coverage 

$ 50  $11.00  $16.50  $27.50 

100  13.75  20.62  34.37 

150  16.50  24.75  41.25 

250  22.00  33.00  55.00 


Complete  information  on  this  subject  may  be 
obtained  by  directing  the  inquiry  to  “Social  Se- 
curity Board  Field  Office,”  at  the  nearest  of  the 
following  locations: 

Maine — Augusta,  Bangor,  Lewiston  and  Port- 
land. 

Sincerely  yours, 

John  Pearson, 

Regional  Director. 
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Book  Reviews 

“Psychobiology  and  Psychiatry — A Text - 
book  of  Normal  and  Abnormal 
Human  Behavior” 

By  Wendell  Muncie,  M.  D.,  Associate  Professor  of 
Psychiatry,  Johns  Hopkins  University;  Assistant 
Psychiatrist,  Henry  Phipps  Psychiatric  Clinic, 
Johns  Hopkins  Hospital,  with  a Foreword  by  Adolf 
Meyer,  M.  D.,  LL.  D.,  Sc.  D.,  Henry  Phipps,  Pro- 
fessor of  Psychiatry  and  Director  of  the  Depart- 
ment of  Psychiatry,  Johns  Hopkins  University, 
with  69  illustrations. 

Published  by  The  C.  V.  Mosby  Co.,  St.  Louis, 
1939.  Price,  $8.00. 

It  is  not  too  much  to  say  that  the  book  under 
review  represents  a new  star  ascending  on  the 
horizon  of  medical  literature.  During  the  life  of 
Hippocrates  (460-377  B.  C.)  theories  concerning 
human  health,  welfare,  sickness  and  behavior  in 
relation  to  responsibilities  of  the  individual  to 
society  and  of  society  to  the  individual  were  first 
published.  Most  of  the  time  between  then  and  1900 
A.  D.,  or  thereabouts,  has  been  filled  with  all  kinds 
of  benign  and  malignant  attempts  to  prove  or  dis- 
prove their  correctness.  Especially  effective  was 
the  fight  which  was  carried  on  incessantly  by 
many  of  man’s  spiritual  advisers  against  the  phy- 
sician’s right  to  serve  man  in  all  of  his  infirmities 
and  complaints  as  man  as  a whole,  as  a human 
being  composed  of  body,  soul,  and  spirit,  or  soma, 
psyche,  and  pneuma,  or  physical  structure,  vital 
function,  and  intellectual  action. 

For  some  25  years  now  one  man  has  dared  to 
stand  out  as  the  sole  champion  of  the  defense  of 
the  theory  that  man  as  a whole  constitutes  the 
rightful  field  of  action  of  the  practicing  physician 
as  a whole.  In  other  words,  the  physician  alone  is 
privileged  by  virtue  of  a broad  education  and  duty 
bound  by  profession  to  study  man  as  an  entirety, 
as  a normal  integrated  being,  as  well  as  an  abnor- 
mal, disintegrated  being  who  needs  a fully  trained 
physician’s  help.  Dr.  Adolf  Meyer,  in  1913,  ac- 
tively began  to  teach  what  he  called  psychobiology 
to  medical  students  and  graduate  physicians  in 
theory  and  in  practice.  By  untiring  efforts  he  has 
succeeded  in  teaching  to  American  physicians  how 
to  view  the  American  scene  of  human  behavior  and 
while  doing  this  he  has  built  up  an  American 
psychiatry  and  mental  hygiene. 

The  present  book,  written  by  Dr.  W.  Muncie  at 
the  invitation  of  Dr.  A.  Meyer  may  be  looked  upon 
as  a monument  not  only  to  the  Greek  theory  that 
the  physician  must  aim  to  treat  the  whole  man, 
as  expounded  by  Hippocrates,  but  also  to  the 
American  theory  that  Human  Behavior  is  the  re- 
sult of  interaction  of  all  the  parts  of  an  individual 
as  a whole  in  relation  with  its  environment  as 
expressed  and  defended  by  Dr.  Meyer.  This  uni- 
tary activity  of  the  individual  constitutes  the  ma- 
terial with  which  psychobiology  is  built.  Dr. 
Meyer  chose  to  employ  terms  derived  from  the 
Greek.  Thus  ergasiology  (ergasia  = work,  labor) 
is  the  study  of  human  behavior,  both  normal  and 
abnormal,  or,  to  say  it  in  the  author’s  terms,  in- 
tegrated and  disintegrated  behavior  with  special 
reference  to  the  so-called  mental  aspects  of  living. 

Ergasia  = normal  behavior. 

Pathergasia  = abnormal  behavior. 

Oligergasia  = static  constitutional  reaction 
types  (feeblemindedness). 
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Merergasia  = (meros  — part)  plastic  malad- 
justment (psychodynamic)  reaction  types, 
otherwise  designated  by  such  terms  as 
psychoneuroses,  neuroses,  or  minor  psy- 
choses. 

Holergasia  = major  reaction  types  of  the  so- 
called  manic  depressive  depressed  and  the 
agitated  depressed  groups. 

Thymergasia  = elations  of  the  so-called  manic 
depressive  manic  group. 

Parergasia  = paranoia  and  paranoid  states; 
also  the  various  forms  of  schizophrenia  or 
dementia  praecox. 

Dysergasia  = all  the  toxic,  infectious,  metabol- 
ic, circulatory  and  traumatic  support  dis- 
orders. 

Anergasia  = all  organic  deficit  reaction  types. 

These  terms  are  comparatively  easy  to  learn  and 
assume  their  proper  meanings  when  it  is  fully  un- 
derstood that  the  study  of  man  according  to  his 
psychobiological  functions  deals  with  native  as- 
sets, such  as  instinctual  performances;  funda- 
mental organismal  rhythms  of  waking,  sleeping, 
variations  in  capacity  and  capability,  intellectual 
variation  according  to  endowment;  acquired 
skills;  basic  moods  and  their  variations;  habits: 
memories;  ambitions,  strivings  and  visions  of  an- 
ticipations and  opportunities;  imagination  and 
fancy;  reasoning,  as  well  as  abnormal  or  socially 
not  acceptable  variation  from  them  as  seen  by  the 
physician  and  especially  the  psychiatrist. 

Above  all,  psychobiology  deals  almost  exclusively 
with  human  beings  because  it  practices  what  it 
teaches;  namely,  that  no  amount  of  animal  experi- 
mentation will  ever  unlock  for  us  the  realms  of 
human  mentation,  intellection,  imagination,  rea- 
soning, symbolization  and  verbalization  of  the 


processes  of  human  feeling,  thinking,  doing. 
Probably  due  to  the  fact  that  the  concept  of  human 
triunity  has  provoked  an  almost  endless  chain  of 
argumentation  from  various  angles  leading  no- 
where so  far  as  actual  benefits  for  the  suffering 
individual  is  concerned,  psychobiology  or  ergasi- 
ology  teaches  that  man  is  a unit  being,  capable  of 
considerable  individual  self-sufficiency,  capable  of 
adaptability  to  an  indefinite  number  of  adjust- 
ments to  environmental  variations  and  that  under 
fhe  strain  and  stress  of  these  enforced  readjust- 
ments the  individual  at  times  becomes  confused, 
over-stimulated,  over-tired,  or  frankly  sick.  Know- 
ing the  normal  behavior  of  a person  the  physician 
called  upon  to  treat  that  person  when  ill  at  ease 
or  dys-eased  permits  him  to  evaluate  the  amount  of 
variation  from  his  normal  standard  and  then  at- 
tempt to  re-establish  confidence  in  himself  and 
prepare  him  to  take  up  once  more  successfully  his 
place  in  an  environment  most  favorable  to  his 
make-up,  so  far  as  this  is  possible. 

There  is  a great  need  for  a philosophy,  a science 
of  man,  and  a method  of  teaching  the  theory  and 
practice  of  medicine  which  will  include  all  that  we 
know  of  chemistry,  physics,  anatomy,  biology,  etc., 
and  all  those  things  which  are  peculiarly  human, 
commonly  called  mental  things,  and  are  not,  so  far 
as  we  know  and  can  determine,  shared  by  other 
things  and  beings  in  nature.  Dr.  Adolf  Meyer  is 
the  founder  and  Dr.  Wendell  Muncie  the  promoter 
of  this  new  teaching,  and  “Psychobiology  and  Psy- 
chiatry” is  their  tool  with  which,  let  us  hope,  they 
shall  successfully  establish  this  reasonably  practi- 
cable theory  and  practice  of  studying  and  treating 
the  human  organism  as  a whole  humanly.  Such  a 
truly  pragmatic  American  piece  of  pioneering 
workmanship  in  the  field  of  mental  health  and 
disease  as  this  deserves  respect,  admiration  and 
diligent  emulation. 


SILVER  PICRATE 

QtXyc/A 

Has  shown  a CONVINCING  RECORD*  OF 
EFFECTIVENESS  in  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gon orrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,"  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 
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“ Nutrition  and  Diet  in  Health  and 
Disease ” 

By  James  S.  McLester,  M.  D.,  Professor  of  Medi- 
cine, University  of  Alabama,  Birmingham,  Ala- 
bama. Third  Edition;  entirely  rewritten. 

Published  by  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1939.  Price,  $8.00. 

Due  to  the  fact  that  concepts  of  nutrition  are 
constantly  changing,  this  remarkable  volume  ap- 
pears in  a greatly  changed  form.  It  has  been  re- 
written in  its  entirety.  The  newer  discoveries  are 
included  in  the  text,  either  as  additions  to  older 
and  tried  methods  or  as  substitutions  for  methods 
which  have  been  sufficiently  tried  but  found  un- 
satisfactory. It  is  well  that  the  physiologic  influ- 
ences of  nutritive  substances  have  been  described 
at  some  length  in  many  instances.  This  makes 
possible  a better  understanding  of  what  is  needed 
in  tlie  way  of  dietary  management  to  relieve  patho- 
logic variations  of  function  which  may  be  directly 
or  indirectly  due  to  dietary  mismanagement,  de- 
fective metabolism,  or  to  disease-processes. 

There  are  two  excellent  chapters  on  such  spe- 


cialized forms  of  feeding  as  that  of  the  surgical 
patient  and  of  the  infant.  The  former  was  written 
by  Dr.  Dean  Lewis,  Professor  of  Surgery  at  Johns 
Hopkins  University;  the  latter,  by  Dr.  P.  C.  Jeans, 
Professor  of  Pediatrics  at  the  State  University  of 
Iowa. 

Since  life,  growth,  reproduction,  the  production 
of  energy,  replacement  of  waste  products  and  the 
repair  of  the  body  in  its  microscopic  function  as 
well  as  its  macroscopic  performances  depend 
wholly  upon  nutrition  of  various  forms,  it  behooves 
everyone  to  learn  as  much  as  possible  about  the 
most  appropriate  materials  commonly  used  as  food 
as  well  as  the  most  palatable  methods  of  prepara- 
tion and  the  most  effective  presentation  of  the 
meal  which  we  are  to  consume  for  greater  enjoy- 
ment, better  health,  and  for  the  relief  of  disease- 
like undernourishment  of  some  parts  or  the  whole 
of  the  human  organism.  Dr.  McLester  here  pre- 
sents a wealth  of  highly  desirable  and  widely  us- 
able information.  The  817  pages  of  text  are  sup- 
plemented with  over  800  bibliographic  references. 
The  applicability  of  this  work  seems  to  be  almost 
universal  in  all  medical  problems  where  dietary 
measures  play  a part  in  their  solutions. 


For  Immediate  Information  or 
a Quick  Call  for  Service 

Telephone  Our  Maine  Representative 

MR.  C.  H.  JOY 

7 Libby  Avenue  - Lewiston 
LEWISTON  3928 

SURGEONS  and  PHYSICIANS 
SUPPLY  CO. 

BOSTON,  MASS. 


FUNERAL  HOME  at  11  Mellen  Street,  PORTLAND 


aTIOI^ 

W YEARS  % ★ 


S.S  RICH  and  SON 


SINCE  1838 


IRVING  L.  RICH,  In  Charge  DIAL  2-1321 


For  Sale 

For  Sale — Maine,  33-year  established  gen- 
eral practice  of  deceased  physician.  Belgrade 
Lakes  region,  town  population  2,700.  Excel- 
lent opportunity  for  competent  younger  man, 
only  2 elderly  physicians.  Office  and  equip- 
ment. 

Mrs.  Virgil  Totman, 

Oakland,  Maine. 


BRA  CES 


Orthopedic  braces,  corsets,  trusses, 
celluloid  and  leather  appliances 
MADE  TO  ORDER 
Prompt  and  efficient  service. 


THE  CHILDREN’S  HOSPITAL 

68  HIGH  STREET  PORTLAND,  MAINE 
WRITE  OR  TEL.  SUPERINTENDENT 


DEPENDABLE  PRODUCTS  At  PHYSICIANS 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals  . . . Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 

Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled.  Write  for  Catalog. 
Chemists  to  the  Medical  Profession 

THE  ZEMMER  CO.,  Oakland  Station,  Pittsburgh,  Pa. 
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Modern  Anesthesia 


Panel  Discussion  presented  at  the  fall  clini- 
cal session  of  the  Maine  Medical  Association 
at  Waterville,  Maine,  Wednesday,  October 
25*  1939,  under  the  auspices  of  the  Committee 
on  Graduate  Education,  Frederick  T.  Hill,  M. 
D.,  Waterville,  Chairman. 

George  L.  Pratt,  M.  D.,  Farmington,  Presi- 
dent of  the  Maine  Medical  Association,  called 
the  meeting  to  order  at  8:00  P.  M. 

President  Pratt  : The  meeting  will 

please  come  to  order,  Ladies  and  Gentlemen. 

I would  like  to  express  our  appreciation  to 
the  doctors  of  Waterville  for  the  excellent 
arrangements  that  they  have  made  during  the 
day  and  this  evening,  and  also  tomorrow  and 
tomorrow  evening.  I attended  three  confer- 
ences today,  and  they  were  all  very  inter- 
esting. 

I am  also  glad  to  remind  you  of  the  New 
England  Post  Graduate  Assembly,  which 
meets  in  Boston  the  last  day  of  this  month 
and  the  first  day  of  November.  They  have 
arranged  an  excellent  program,  and  those 
who  can  go  would  feel  well  repaid,  I am  sure. 

It  is  unnecessary  to  tell  any  medical  audi- 
ence that  the  name  of  Professor  Paul  Ehrlich 
of  Germany,  the  discoverer  of  Salvarsan  and 
known  to  every  medical  man  in  the  world,  is 
one  of  the  great  names  in  medicine.  We  can- 
not understand,  unless,  perhaps,  there  are 
alienists  among  us,  the  mentality  of  a govern- 


ment that  would  wish  to  drive  the  citizens 
like  Professor  Ehrlich  and  his  family  out  of 
their  country. 

We  have  a member  of  Professor  Ehrlich’s 
family  with  us  tonight,  and  I should  like  to 
tell  her  that  we  are  glad  to  have  her  in  our 
country  and  here  with  us  tonight.  It  gives 
me  great  pleasure  to  introduce  the  daughter 
of  Professor  Ehrlich,  Mrs.  Landau.  [Ap- 
plause.] 

Mrs.  Landau  : I am  very  happy  to  be 
here.  I have  been  in  the  United  States  with 
my  father  many  years  ago,  back  in  1914,  be- 
fore I married.  My  father  made  some  fine 
friends  here,  and  he  always  said  it  was  the 
most  beautiful  country  he  ever  knew  of,  and 
if  he  were  ten  years  younger,  he  would  stay 
in  this  country.  I happen  to  share  that 
thought,  too,  and  I want  to  thank  you  for 
such  nice  words  you  have  said  about  my 
father. 

I thank  you  very  much.  [Applause.] 

President  Pratt  : The  rest  of  our  meet- 
ing tonight  is  composed  of  a panel  discussion. 
Now,  the  Chairman  of  our  Graduate  Educa- 
tion Committee  knows  all  about  Panel  Dis- 
cussions. I think  he  might  well  be  called  the 
father  of  Panel  Discussions  in  Maine. 

I am  pleased  to  turn  the  meeting  over  to 
Dr.  Hill  at  this  time.  [Applause.] 
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Chairman  Hill  : Mr.  President,  Ladies 
and  Gentlemen.  The  Committee  on  Gradu- 
ate Education  was  unanimous  in  selecting’  as 
the  subject  of  this  evening’s  program  “Mod- 
ern Anesthesia.” 

It  is  no  longer  a question  of  merely  getting 
someone  to  pour  ether.  This  work  is  con- 
cerned with  safeguarding  patients.  We  also 
felt  that  a great  deal  of  this  development  and 
progress  is  due  to  some  of  the  men  we  have 
with  us  as  guest  speakers  this  evening. 

Mow,  if  we  are  honest  with  ourselves,  we 
will  have  to  admit  that  here  in  Maine,  we  are 
quite  a bit  deficient,  in  this  idea  of  modern 
anesthesia.  So,  we  hope  to  bring  out,  in  this 
panel  discussion  tonight,  some  of  these  prob- 
lems, some  of  these  considerations,  which 
should  be  of  marked  benefit  to  us  all. 

We  have  an  all-star  cast  tonight,  and  it  is  a 
great  pleasure  to  introduce  them  to  you.  Dr. 
Howard  Clute  needs  no  introduction,  really, 
to  anyone  in  Maine.  [Applause.]  You  all 
know  about  him.  He  is  representing  Surgery 
in  this  panel. 

Dr.  M.  Fletcher  Eades  of  Boston,  of  the 
Staff  of  the  Boston  Lying-In  Hospital,  is 
representing  the  obstetricians.  [Applause.] 

Dr.  Sidney  C.  Wiggin  of  Boston,  Director 
of  Anesthesia  at  the  Faulkner  Hospital,  and 
on  the  faculty  of  Harvard  Medical  School,  is 
another  member  of  our  panel.  [Applause.] 

Dr.  Gilbert  Clapperton  of  Lewiston,  a man 
who  is  bringing  real  anesthesia  into  the  State 
of  Maine,  is  also  a member  of  our  panel. 
[Applause.] 

And  last,  but  not  least,  Dr.  Paluel  J.  Flagg 
of  Mew  York,  a noted  author  and  authority 
on  anything  pertaining  to  anesthesia,  a man 
whom  we  all  look  up  to  and  greatly  admire, 
is  a member  of  our  panel.  [Applause.] 

Dr.  Flagg  is  going  to  summarize  this  dis- 
cussion, and  then  he  will  speak  on  some  other 
phases  of  allied  gases,  resuscitation  and  the 
use  of  gases  in  the  treatment  of  clinical 
disease. 

I might  state  the  rules  of  the  panel.  It  is 
expected  that  no  member  of  the  panel  will 
really  get  away  with  a prepared  speech,  be- 
cause everybody  else  on  the  panel  can  object 
at  any  time  and  can  ask  questions  and 
interrupt. 

We  are  not  going  to  have  discussion  from 


the  floor,  except  in  writing.  Anybody  is  in- 
vited and  urged  to  send  questions  or  objec- 
tions in  writing  up  to  the  table,  and  those 
questions  will  be  referred  to  the  members  of 
the  panel  and  discussed  by  them. 

After  those  preliminary  remarks,  we  will 
proceed  to  a consideration  of  “Modern  Anes- 
thesia.” First,  I am  going  to  call  upon  Dr. 
Howard  M.  Clute  of  Boston,  who  will  speak 
from  the  viewpoint  of  the  surgeon.  Dr.  Clute, 
what  do  you  want  from  yonr  anesthetist  ? 

Anesthesia  from  the  Viewpoint  of  the 
Surgeon 

By  Howard  M.  Clute,  M.  D., 

Boston,  Massachusetts 

Dr.  Clitte  : Mr.  Chairman  and  Gentle- 
men. I just  can’t  picture  modern  surgery 
without  a competent,  well-trained  anesthetist 
at  the  head  of  the  table. 

From  my  own  personal  point  of  view — I 
am  now  talking  about  elective  surgery  and 
not,  of  course,  discussing  such  things  as 
emergency  or  traumatic  work  for  which  one 
can’t  always  have  all  the  things  we  want  to 
have — for  a man  who  is  planning  an  opera- 
tion ahead  of  time,  such  as  a gallbladder, 
stomach  or  hysterectomy,  I consider  the  anes- 
thetist a part  of  the  team,  which  is  fully  as 
important  as  any  other  part  and  just  as 
necessary. 

I don’t  care  how  good  a surgeon  you  are, 
and  I don’t  care  how  many  hundreds  or  thou- 
sands of  operations  yon  have  done ; if  you 
have  a patient  who  is  straining  and  pushing 
the  intestines  out,  and  whose  recti  muscles 
are  like  pieces  of  board  through  which  you 
have  to  struggle,  you  are  going  to  look  like  a 
house  officer  doing  his  first  case.  I don’t 
know  any  part  of  a surgical  team  that  I could 
not  do  without  more  readily  and  more  safely, 
from  the  point  of  view  of  the  surgeon,  and 
from  the  point  of  view  of  the  patient’s  safety, 
than  the  accomplished  and  finished  anes- 
thetist. 

As  Dr.  Hill  said  to  me  earlier  this  evening, 
“they  measure  your  successes  by  your  failures 
in  this  world.”  Certainly,  then,  if  a surgeon 
is  going  to  have  his  success  measured  by  his 
failures,  as  he  is  very  apt  to  have,  lie  must  be 
as  positive  as  he  can  in  protecting  himself 
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from  failures.  The  first  step  in  abdominal 
surgery  is  to  have  a patient  whose  muscles 
are  relaxed.  If  you  can  see  it,  you  can  do  it ; 
if  you  can’t  see  it,  you  have  got  to  be  pretty 
good  to  do  it. 

You  must  also  have  a patient  who  is  safely 
anesthetized,  who  is  going  to  recover  from 
the  anesthesia,  at  least,  and  who  is  in  a 
satisfactory  and  comfortable  condition  all  the 
time. 

The  first  thing  that  I want  from  the  anes- 
thetist, of  course,  is  anesthesia.  I have  no 
use  for  the  kind  of  anesthesia,  which  con- 
sists of  sticking  a needle  into  a man  and 
saying,  in  effect:  “You  are  anesthetized.” 

And  then,  when  the  incision  is  made,  if  the 
man  complains,  no  account  is  taken  of  his 
suffering.  I want  an  anesthetist  who  has 
something  else  up  his  sleeve,  and  who  can  use 
other  methods  if  his  first  attempt  gives  poor 
anesthesia. 

I want  an  anesthetist  who  is  accustomed 
to  working  with  me,  and  who  is  a part  of  the 
team,  because  I am  convinced  that  team 
play  is  more  important  in  surgery,  perhaps, 
than  it  may  be  in  any  other  branch  of  medi- 
cine. I feel  very  strongly  in  this  matter,  and 
perhaps  I am  unusual  in  this,  too ; I feel  that 
if  a surgeon  wants  an  anesthetist  because  he 
believes  that  without  an  anesthetist  he  can’t 
do  good  surgery,  because  he  believes  that  if 
he  doesn’t  have  good  relaxation  and  the  safe 
carrying-out  of  the  anesthesia  he  is  going  to 
suffer  very  materially  himself,  then  he  has 
got  to  pay  the  anesthetist  a reasonable  return 
for  his  special  work. 

Dr.  Wiggin  : You  don’t  mean  that  you 
pay  for  anesthesia  ? 

Dr.  Clute  : Yo.  The  anesthetist  runs  his 
business  and  sends  his  own  bills  just  as  I do. 

On  the  other  hand,  a patient  has  only  so 
many  dollars  he  can  spend  for  his  medical 
care,  and  if  the  surgeon  permits  the  anes- 
thetist to  have  a good  fee  there  will  be  fewer 
of  those  dollars  left  for  the  surgeon.  I fear  it 
is  for  this  reason  that  some  surgeons  are  con- 
tent to  retain  the  old  time  low-priced  ether- 
izer. If,  however,  the  surgeon  wishes  to 
develop  a good  team  he  must  first  realize  that 
he  has  to  pay  for  this  by  permitting  the  anes- 
thetist to  charge  fees  compatible  with  his  im- 
portance in  that  team. 


Dr.  Fades  : As  a surgeon,  what  do  you 
expect  from  the  anesthetist  ? 

Dr.  Ceute  : I expect  a great  deal  from 
the  anesthetist.  If  the  anesthetists  are  going 
to  be  specialists ; if  they  are  going  to  call  for 
the  fees  that  specialists  receive  because  they 
are  specially  trained,  they  have  got  to  give 
special  services.  In  the  first  place,  I expect 
them  to  go  and  see  the  patient  at  least  a day 
before  the  operation.  I expect  them  to  read 
the  patient’s  history  and  know  whether  we 
are  going  to  operate  on  a gallbladder  or  a 
fibroid  uterus.  I expect  them  to  know 
whether  we  are  going  to  operate  on  a sub- 
sternal  goiter  or  not,  and  I expect  them  to 
know  whether  or  not  we  are  going  to  operate 
upon  a poor  risk  or  a very  good  one.  I expect 
them  to  read  the  laboratory  sheet  and  to  know 
and  be  familiar  with  these  sheets,  and  to 
order  special  tests  when  they  feel  they  are 
needed.  I expect  them  to  gauge  the  anesthetic 
agent  on  what  the  individual  patient  can 
handle,  what  the  operation  is  to  be,  and  who 
the  operator  will  be. 

Dr.  Clapperton  : Who  prepares  your 

patient,  Doctor  ? 

Dr.  Clute  : I prepare  the  patient  for 

operation.  For  instance,  if  they  have  hyper- 
thyroidism, I do  what  I can  to  get  them  ready 
for  surgery.  If  they  have  diabetes,  I have  a 
medical  man  take  care  of  them.  But,  I cer- 
tainly don’t  have  anything  to  do,  nor  do  I 
think  I should  have  anything  to  do  with  the 
actual  preparation  of  the  patient  for  his  anes- 
thesia. That,  I leave  to  the  anesthetist ; that 
is,  whether  they  shall  have  nembutal  at  night, 
and  whether  they  shall  have  preliminary 
medication  in  the  morning  and  how  much 
they  shall  have — all  of  that  I leave  to  the 
anesthetist. 

Furthermore,  I expect  the  anesthetist  to  be 
quite  familiar  with  the  patient  and  her  prob- 
lems. My  anesthetist  happens  to  be  Dr. 
Eleanor  Ferguson,  for  which  I am  very 
grateful.  If  she  looks  at  this  patient  at  night 
and  thinks  that  she,  perhaps,  has  a cold,  a 
fever  or  has  something  wrong  with  the  kidney 
function,  or  what-not,  she  cancels  the  opera- 
tion and  informs  me  that  the  operation  has 
been  called  off.  That  is  how  much  I depend 
upon  the  anesthetist. 

Dr,  Flagg:  Dr.  Clute,  may  I ask  the 
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agent  that  you  prefer  for  the  various  fields 
of  operation  ? 

Dr.  Clute  : I might  start  by  saying, 

again,  that  when  I prefer  these  things,  I have 
come  to  prefer  them  because  my  anesthetist 
uses  them  and  they  work;  therefore,  I like 
them.  If  they  didn’t  work,  I would  think, 
probably,  that  they  weren’t  so  good. 

Dor  goiters,  with  high  toxicity,  I prefer 
cyclopropane  and  oxygen,  because  the  oxygen 
can  be  maintained  at  a high  level,  and  recov- 
ery from  anesthesia  is  rapid. 

For  abdominal  surgery,  especially  upper 
abdominal  work,  I like  spinal  anesthesia, 
with  the  new  methods  of  giving  it.  Huper- 
caine,  one  to  fifteen  hundred  solution,  will 
give  anesthesia  for  two  or  three  hours  if  need 
be  for  a very  long  stomach  operation.  Then 
there  is  pontocaine  glucose  solution  for  the 
ordinary  things,  like  gallbladders,  appen- 
dices, hernise,  etc. 

I still  think  that  ether  is  a great  anesthetic 
agent,  if  you  can  find  someone  who  knows 
how  to  give  it,  but  I think  it  does  very 
definitely  require  expert  giving. 

I think  in  surgery  of  the  chest,  cyclo- 
propane, with  oxygen,  is  excellent.  The  use 
of  intra-tracheal  catheters,  through  which  the 
gas  is  given,  has,  in  our  experience,  been 
very  valuable  in  any  case  in  which  respira- 
tory obstruction  may  occur. 

Dr.  Hill  : Dr.  Clute,  how  long  do  you 
feel  that  the  anesthetist  should  carry  on  in 
the  post-operative  care  of  the  patient  ? Where 
should  he  leave  off  ? 

Dr.  Clute  : I feel  that  the  anesthetist  is 
responsible  for  the  patient  from  the  time  that 
he  puts  him  on  the  table  and  starts  the  anes- 
thesia, until  he  gets  him  back  in  bed  again 
and  until  the  patient  has  recovered  from  the 
anesthetic  agent.  That  is,  I don’t  think  it  is 
enough  to  dump  the  patient  on  a truck  and 
send  the  truck  downstairs  with  the  nurse  or 
orderly ; I think  the  anesthetist  should  see 
that  he  gets  into  bed  and  see  that  he  is  not 
going  to  swallow  his  tongue  or  choke  to  death, 
or  go  into  shock.  He  should  be  certain  that 
the  patient  be  kept  covered  and  warm.  If  he 
needs  intravenous  fluid,  I would  expect  the 


anesthetist  to  order  or  give  it,  if  need  be.  If 
he  needs  oxygen,  or  a tent,  I would  expect 
the  anesthetist  to  order  it  and  start  it.  As  a 
matter  of  fact,  all  the  oxygen  therapy  in  our 
hospital  is  in  the  hands  of  the  department  of 
anesthesia.  I expect  that  if  the  patient  gets 
downstairs  and  is  uncomfortable  and  suffer- 
ing with  pain,  the  anesthetist  would  see  that 
he  gets  immediate  medication  that  relieves 
the  pain. 

From  that  time  on,  I want  to  take  over 
myself. 

I expect  the  anesthetist,  however,  to  get 
back  to  see  the  patient  the  next  day,  so  that 
he  will  know  how  this  patient  is  doing,  as  a 
result  of  the  anesthesia,  and  he  will  know 
whether  it  is  a good  type  of  anesthetic  agent 
to  use  in  the  future. 

Dr.  Clappertox  : What  do  you  think 
about  the  practice  of  the  surgeon  giving  the 
anesthesia,  going  around  to  the  other  end  of 
the  table  and  performing  the  work  ? 

Dr.  Clute  : I would  be  scared  to  death  of 
that  procedure.  I have  the  greatest  respect 
for  the  spinal,  but  it  is  a dangerous  method 
of  giving  anesthesia  unless  you  know  how  to 
recognize  the  early  symptoms  of  respiratory 
or  cardiac  failure,  or  of  increasing  height  of 
the  anesthesia.  I,  for  one,  would  never  be  a 
party  to  giving  spinal  anesthesia  myself,  and 
then  going  around  to  the  other  end  of  the 
table  to  operate,  leaving  the  patient  to  be 
watched  by  a person  who  is  not  completely 
familiar  with  the  first  and  the  earliest  signs 
of  heart  failure  or  respiratory  failure,  or  the 
shock  that  goes  with  the  rising  height  of  the 
spinal  anesthesia. 

Dr.  Hill:  You  would  not  advise  spinal 
anesthesia,  for  ear,  nose  and  throat  work, 
would  you  ? 

Dr.  Clute  : Ho,  there  are  many  other 
anesthetic  agents  far  safer  and  better  for  the 
upper  parts  of  the  body  than  spinal.  Do  you 
use  spinal  anesthesia  in  obstetrics,  Dr. 
Eades  ? 

Dr.  Eades  : We  have  some. 

Dr.  Hill:  This  is  a good  point  to  intro- 
duce Dr.  Eades,  who  will  carry  on  the  dis- 
cussion from  the  viewpoint  of  the  obstetrician. 
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Anesthesia  from  the  Viewpoint  of  the 
Obstetrician 

By  M.  Fletcher  Eades,  M.  D., 

Boston,  Massachusetts 

Dr.  Eades  : Several  general  considerations 
concerning  administration  of  analgesic  and 
anesthetic  drugs  during  labor  should  be  re- 
viewed. First,  the  woman  in  labor  may  pre- 
sent a serious  anesthetic  risk  due  to  her  basic 
lack  of  preparation.  She  may  and  quite  com- 
monly does  enter  the  hospital  in  labor  having 
recently  ingested  a meal.  It  is  a matter  of 
common  clinical  observation  that  food  taken 
12  or  even  21  hours  prior  to  anesthesia  re- 
mains in  the  stomach  during  labor  and  may 
be  vomited  at  the  time  of  delivery.  This  is  a 
serious  matter,  and  may  result  in  such  com- 
plications as  atelectasis,  pneumonitis,  bron- 
cho-pneumonia, lung  abscess,  and  even  death 
by  suffocation  if  large  quantities  of  gastric 
contents  are  insufflated. 

Second,  the  woman  in  labor  may  present 
serious  or  chronic  complications  of  pregnancy 
which  in  themselves  increase  the  risk  and 
limit  the  choice  of  the  anesthetic.  Such  com- 
plications as  severe  nephritis,  malignant 
hypertension,  pre-eclamptic  toxemia,  acute 
and  chronic  pulmonary  conditions,  decom- 
pensated heart  disease,  and  acute  hemorrhage 
from  placenta  previa  and  premature  separa- 
tion of  the  normally  implanted  placenta  pre- 
sent a constant  challenge  in  the  proper  selec- 
tion and  use  of  anesthetic  drugs. 

Third,  the  presence  and  condition  of  the 
fetus  may  affect  the  choice  of  the  anesthetic 
agent.  Eastman,  Smith,  and  others  have 
shown  that  in  utero  the  child  normally  is  in 
a condition  bordering  on  anoxemia.  Added 
to  this  may  be  such  factors  as  prematurity, 
or  debility  of  the  fetus  from  either  long  labor 
or  hemorrhage.  It  is  essential  that  the  anes- 
thetic used  for  delivery  does  not  further 
jeopardize  the  chances  of  the  child. 

Clifford  has  shown  that  the  premature 
child  tolerates  opiates  poorly.  Smith  has  re- 
cently completed  important  studies  of  the 
blood  gases  on  mother  and  fetus  at  the  time 
of  delivery  under  different  anesthetic  agents. 
The  fetal  blood  was  best  oxygenated  under 
oxygen  and  ether  anesthesia,  next  under 
cyclopropane  and  oxygen,  and  poorest  under 
nitrous  oxide  oxygen  ether. 


Dr.  Clute  : What  do  you  do  for  a woman 
having  fits  ? 

Dr.  Eades:  We  don’t  give  anesthesia. 

We  try  to  quiet  her  down  with  sedation, 
morphine. 

Dr.  Clete  : Well,  you  have  to  get  the 
baby  out,  don’t  you  ? 

Dr.  Eades:  Wot  right  away.  We  have  to 
cure  the  fits  first. 

Dr.  Clute  : What  do  you  do  if  you  want 
to  get  the  baby  out?  I don’t  know  much 
about  obstetrics.  What  about  the  anesthesia 
in  the  woman  with  toxemia  ? 

Dr.  Eades  : There  is  some  difference  of 
opinion  as  to  the  choice  of  anesthesia  in  pre- 
eclamptic toxemia.  In  abdominal  operative 
procedures  in  this  group  of  patients,  my 
preference  is  for  spinal  or  cyclopropane  anes- 
thesia. Spinal  anesthesia  has  no  effect  on 
the  liver  or  kidneys,  both  of  which  may  be 
involved  in  the  toxemias.  The  child  is  not 
affected  by  spinal  anesthesia,  and  the  excel- 
lent tone  of  the  uterus  following  birth  of  the 
baby,  plus  the  relaxation  of  the  abdominal 
muscles  are  important  advantages. 

I have  been  favorably  impressed  with  the 
effects  of  cyclopropane  in  the  toxemias.  It 
provides  excellent  oxygenation  of  the  patient 
and  the  baby,  both  of  whom  in  the  severe  pre- 
eclamptic have  a tendency  to  anoxemia.  Ad- 
ministered by  an  experienced  anesthetist  it 
gives  adequate  relaxation  for  all  abdominal 
obstetric  operations.  For  pelvic  delivery,  I 
think  local  anesthesia,  either  as  sacral  or  local 
block  of  the  perineum  is  useful.  If  the  de- 
livery is  to  be  operative,  low  spinal  is  to  be 
preferred. 

Dr.  Clappertox  : What  about  the  dia- 
betics ? 

Dr.  Eades  : In  mild,  well-treated  cases  I 
see  no  reason  why  nitrous  oxide  oxygen  ether 
is  contraindicated.  In  the  more  severe  dia- 
betics where  there  is  a tendency  to  acidosis 
or  if  pre-eclamptic  toxemia  is  a complica- 
tion, I believe  spinal  is  best  adapted  for 
abdominal  operative  procedures.  For  the 
pelvic  deliveries  in  this  group  some  form  of 
local  infiltration  or  block  seems  indicated. 

Dr.  Wiggix:  How  about  the  pregnant 
woman  who  has  the  complication  of  a respira- 
tory infection  ? 

Dr.  Eades  : That  always  presents  a seri- 
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ous  problem  with  analgesia  and  anesthesia. 
If  we  assume  that  local  or  block  anesthesia 
will  lower  the  incidence  of  post-operative  pul- 
monary complications,  then  there  is  no  ques- 
tion of  choice.  This  is  still  a controversial 
matter.  Personally,  1 have  always  leaned 
toward  the  use  of  either  spinal  or  local  infil- 
tration anesthesia  in  this  group  for  ab- 
dominal operations.  In  pelvic  deliveries  or 
operations  local  infiltration  or  block  gives 
satisfactory  results. 

For  analgesia  the  barbiturates  are  contra- 
indicated in  acute  respiratory  infection. 
Morphine  and  scopolamine  analgesia  gives 
the  best  results  in  these  cases. 

Dr.  Flagg  : How  about  the  cardiacs  ? 

Dr.  Fades  : In  the  compensated  pregnant 
cardiac  patient  any  of  the  inhalation  anes- 
thetic agents  may  be  employed  so  long  as  the 
patient  is  well  oxygenated.  In  cardiacs  there 
is  a high  fetal  mortality  due  we  believe  to 
prematurity  and  anoxemia.  For  that  reason 
the  anesthetic  agent  used  should  be  one  which 
does  not  of  itself  produce  anoxemia. 

The  decompensated  cardiacs  are  desperate 
risks  under  any  circumstances.  I should  use 
either  ether  and  oxygen,  cyclopropane,  or 
local  infiltration  anesthesia,  depending  upon 
the  situation. 

Dr.  W iggin  : What  do  you  use  for  normal 
labor  and  delivery? 

Dr.  Eades:  I shall  answer  that  briefly 
because  of  the  time  at  my  disposal. 

Innumerable  combinations  of  drugs  have 
been  used.  Probably  the  barbiturates  as  basic 
drugs  form  the  most  commonly  used  group 
today.  The  combination  of  the  barbiturates 
with  some  amnesic  drugs  have  to  date  proved 
the  most  satisfactory.  Pentobarbital  (nem- 
butal) and  scopolamine  has  proved  a mod- 
erately satisfactory  analgesic  combination. 
As  time  has  gone  on  we  have  noted  toxic  reac- 
tions in  occasional  patients,  and  the  trend  has 
been  toward  lower  initial  and  total  doses. 
Seconal,  sodium  amytal,  and  scopolamine  is 
another  combination  recently  used  which  in 
general  seems  to  be  less  toxic. 

The  anesthetic  agents  commonly  used  for 
normal  delivery  are  ether  and  nitrous  oxide 
oxygen  with  or  without  ether  sequence. 

Ether  has  been  and  continues  to  be  our 
mainstay  in  obstetrics,  both  in  the  home  and 


in  the  hospital.  In  spite  of  its  unpleasant 
after  effects,  its  wide  margin  of  safety  in 
skilled  and  unskilled  hands  recommends  it 
strongly.  It  supplements  the  analgesic  drugs 
well  and  gives  the  best  results  when  admin- 
istered by  one  experienced  in  its  use.  To 
prevent  anoxemia  it  may  be  given  with  the 
open  cone  or  combined  with  oxygen  by 
machine. 

bfitrous  oxide  oxygen  lias  generally  been 
held  to  be  one  of  the  safest  general  anes- 
thetics. It  has  been  widely  used  in  obstetrics 
since  1912,  especially  in  dilute  mixtures  as 
an  analgesic  agent.  Used  in  high  concentra- 
tions as  an  anesthetic  nitrous  oxide  is  danger- 
ous because  of  the  asphyxia  produced  with 
sometimes  fatal  collapse  of  the  patient  as  a 
result.  Courville,  Stewart,  and  others  have 
demonstrated  extreme  brain  injury  in  such 
cases  as  shown  by  autopsy  studies.  When  the 
administration  of  nitrous  oxide  is  preceded 
by  proper  medication  so  a relatively  high 
percentage  of  oxygen  can  be  given,  or  if  it  is 
combined  with  ether  so  more  oxygen  can  be 
used  it  constitutes  one  of  our  best  general 
anesthetics.  Induction  with  this  anesthetic  is 
pleasant ; it  is  extremely  flexible ; and  the 
combination  supplies  any  degree  of  relaxa- 
tion required.  Unless  used  with  a high  per- 
centage of  oxygen  it  does  increase  the 
anoxemia  of  the  child.  From  these  considera- 
tions it  is  evident  that  it  should  be  adminis- 
tered by  one  expert  in  its  use. 

Dr.  Clute  : When  do  you  use  spinal 

anesthesia  in  obstetrics  ? 

Dr.  Eades:  There  are  still  widely  diver- 
gent opinions  concerning  the  use  of  spinal 
anesthesia  in  obstetrics.  My  own  experience 
has  been  entirely  favorable  if  this  type  of 
anesthesia  is  confined  to  selected  cases,  used 
on  definite  indication,  and  is  properly  admin- 
istered with  novocaine  dosage  not  to  exceed 
lOOmg.  or  a relative  total  dose  of  pontocaine 
and  novocaine,  effective,  safe  anesthesia  can 
be  induced  sufficient  in  length  of  time  for 
any  major  obstetric  operation.  Its  most  use- 
ful application  in  obstetrics  is  for  operative 
procedures  in  the  pre-eclamptic  group  or  on 
patients  with  acute  respiratory  diseases.  It 
is  distinctly  contraindicated  in  patients  with 
severe  hypertension,  hemorrhage,  shock,  or 
those  in  the  poor  risk  group.  Expert  ad- 
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ministration  and  observation  during  anes- 
thesia is  especially  important  with  this  type 
of  anesthesia  if  untoward  effects  are  to  be 
avoided. 

De.  Wiggix  : What  is  your  opinion  of 
organized  anesthesia  in  relation  to  obstetrics? 

De,  Eades  : I believe  that  in  obstetrics  we 
have  been  slow  in  accepting  some  of  the  de- 
velopments concerned  with  better  administra- 
tion of  anesthesia.  There  is  no  one  item  in 
the  practice  of  obstetrics  today  that  is  so 
much  needed  or  will  contribute  so  much  to 
the  patient’s  safety  and  the  obstetrician’s 
satisfaction  as  expertly  administered  anes- 
thesia. The  physician  anesthetist  is  indis- 
pensable for  the  administration  or  super- 
vision of  administration  of  the  various 
anesthetic  drugs.  With  his  particular  knowl- 
edge he  is  able  to  make  the  best  choice  of  anes- 
thetic agents  for  the  individual  case.  He  has 
knowledge  of  the  physiology  of  respiration 
and  circulation  and  by  his  careful  observa- 
tion of  the  patient  anticipates  such  untoward 
reactions  as  are  preventable. 

Last  but  not  least,  the  trained  anesthetist’s 
assistance  is  invaluable  in  resuscitating  the 
asphyxiated  infant,  when  all  too  often  the 
mother’s  condition  demands  the  constant  at- 
tention of  her  medical  attendant.  Any  or- 
ganization of  these  facilities  can  only  promote 
the  quality  of  obstetric  practice. 

De.  Hill  : Dr.  Eades,  I think  you  have 
covered  the  field  of  obstetrics  very  well.  You 
have  been  “on  the  spot”  gracefully.  I should 
like  to  put  Dr.  Clapperton  “on  the  spot”  now. 

Anesthesia  from  the  Viewpoint  of  the 
Anesthetist 

By  Gilbert  Clapperton,  M.  D., 
Lewiston,  Maine 

De.  Clappebtox  : There  are  several  im- 
portant features  in  having  a patient  ad- 
mitted to  the  hospital  twenty-four  to  forty- 
eight  hours  before  operation. 

First,  it  gives  the  patient  a chance  to  be- 
come accustomed  to  a strange  and  new  en- 
vironment. It  allows  time  for  a careful  and 
complete  history,  physical  examination  and 
necessary  laboratory  data.  This  laboratory 
data  should  include  urine  analysis  and  com- 
plete blood  count.  Other  tests,  such  as  blood 


chemistry  and  kidney  function,  should  be 
carried  out  where  indicated. 

We  feel  that  the  anesthetist  should  visit  the 
patient  the  day  before  operation,  at  which 
time  he  should  carry  out  an  examination  him- 
self of  the  heart,  lungs,  the  blood  pressure, 
and  the  upper  respiratory  passages,  and  in- 
quire as  to  previous  anesthetic  experiences. 

De.  Clttte  : Of  course,  that  doesn’t  hurt 
the  anesthetist  at  all,  when  he  sends  his  bill 
around  later,  his  having  been  acquainted  with 
the  patient. 

De.  Clappebtox  : That  is  true. 

De.  Wiggix  : What  determines  your  choice 
of  drugs  and  agents  in  anesthesia  ? 

De.  Clappeetox  : In  brief,  probably  the 
main  factors  that  determine  the  choice  are 
the  age  of  the  patient,  the  size  of  the  patient, 
the  physical  status  and  pathology  we  are 
dealing  with,  and  the  metabolic  rate. 

I might  sav  a word  about  pre-medication 
here.  We  hear  a lot  about  that  nowadays,  and 
you  might  ask,  “Of  what  value  is  it  ?”  Well, 
we  use  pre-medication  because  it  reduces  the 
metabolic  rate  and  allows  deeper  level  of 
anesthesia  with  a lower  concentration  of  the 
agent.  Pre-medication  by  reducing  the  pa- 
tient’s metabolic  rate,  reduces  the  reflex  irri- 
tability, which,  in  turn,  reduces  the  anes- 
thesia resistance,  which  we  all  possess.  I 
think  we  are  accused  of  the  tendency  to  use 
too  much  pre-medication.  However,  we 
probably  find  ourselves  giving  too  much  to 
the  old  and  too  little  to  the  young.  The 
metabolic  rate  varies  markedly  throughout 
the  age  of  the  individual.  It  is  higher  in  the 
adolescent.  Patients  from  six  to  eighteen 
years  of  age  require  more  pre-medication  and 
more  anesthesia,  than  the  other  two  extremes. 

In  regard  to  choosing  the  anesthetic  agent, 
we  have  three  people  to  consider : the  patient, 
the  surgeon  and  the  anesthetist.  To  the  pa- 
tient, the  choice  of  an  agent  may  simply 
mean  some  agent  whereby  he  may  go  to  sleep 
in  a hurry,  or  where  he  may  have  no  recollec- 
tion of  leaving  his  room  and  going  to  the 
operating  room,  or  some  agent  whereby  he 
may  not  be  nauseated,  on  recovery. 

To  the  surgeon,  it  means  marked  relaxa- 
tion, in  order  to  facilitate  his  work. 

To  the  anesthetist,  I think  each  case  has  to 
be  individualized.  You  have  to  think  of  your 
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patient  first,  and  then  make  use  of  what 
agents  and  methods  yon  have  at  hand.  It  also 
depends  upon  the  individual  anesthetist’s 
skill  and  ability. 

I think  that  all  patients  should  not  be 
adapted  to  one  agent ; I think  that  you  should 
take  your  agents  and  adapt  them  to  the 
patients. 

Du.  Flagg  : In  your  administration  of 

anesthesia,  what  important  details  do  you 
observe,  Doctor  ? 

Dr.  Clappeuton  : During  anesthesia  or 
in  the  administration  of  an  anesthetic,  one 
should  be  familiar  with  the  effect  of  the  drugs 
he  is  using  upon  the  physiology  of  circulation 
and  respiration,  throughout  three  stages  ; that 
is,  the  stages  of  induction,  maintenance  and 
recovery.  He  should  also  be  able  to  recognize 
early,  and  institute  treatment  in  complica- 
tions that  might  arise  from  the  anesthesia  or 
from  surgery,  such  as  shock,  hemorrhage, 
vomiting,  excess  carbon  dioxide  or  oxygen 
want  and  respiratory  obstruction. 

Dr,  Clitte:  You  asked  me,  I think,  who 
should  do  the  post-operative  care  of  these 
surgical  patients,  the  anesthetist  or  the  sur- 
geon. How,  just  how  far  do  you  anesthetists 
think  you  ought  to  go  anyway  with  this  post- 
operative care  ? 

Dr.  Clappeuton  : I think  that  we  feel  as 
you  do,  that  our  job  isn’t  complete  when  we 
leave  the  operating  table.  We  should  more  or 
less  keep  an  eye  on  the  patient  for  twenty- 
four  hours,  post-operatively.  There  is  a pe- 
riod of  recovery  wherein  the  anesthetist 
should  play  an  important  role.  Knowing  how 
his  patient  has  reacted  to  the  drugs  and 
agents  already  given  and  to  what  degree  of 
shock  he  has  suffered,  the  anesthetist  should 
be  in  a position  to  advise  or  order  the  imme- 
diate post-operative  measures  including  seda- 
tion, posture,  fluids,  transfusions,  and  oxygen 
therapy. 

I do  feel  that  there  are  times  throughout 
the  patient’s  hospital  stay  that  it  might  be 
wise  for  the  anesthetist  to  visit  the  patient 
again,  with  the  permission  of  the  surgeon,  so 
that  he  might  see  what  effects,  good  or  bad, 
his  choice  of  agent  had  upon  this  particular 
patient. 

At  all  times,  he  should  be  willing  to  consult 
with  the  surgeon  and  assume  responsibility  of 


complications  arising  directly  from  the  anes- 
thesia. 

Dr,  Flagg  : Are  there  any  other  condi- 
tions beside  the  administration  of  the  anes- 
thesia that  the  anesthetist  can  be  useful  in  ? 

Du.  Clappeutox  : In  the  past  few  years, 
anesthesia  has  branched  out  and  taken  within  , 
its  scope,  several  other  items.  Oxygen  and 
helium  therapy  finds  a place  in  the  treatment 
of  cardiacs,  pneumonias  and  asthmatics. 
Convulsive  and  excessive  excitement  stages 
can  be  treated  by  the  anesthetist,  with  his 
knowledge  of  the  barbiturates,  paraldehyde, 
etc.  Diagnostic  and  therapeutic  nerve  blocks 
in  many  institutions  are  handled  by  the 
Anesthesia  Department. 

Dr.  Fades  has  covered  the  value  of  anes- 
thesia in  the  department  of  obstetrics. 

In  regard  to  resuscitation,  based  on  a sound 
physiological  basis,  I will  not  comment  on 
that,  because  I am  sure  that,  Dr.  Flagg  will 
take  that  question  up  later. 

Dr.  Hill:  Dr.  Clapperton,  I am  sort  of 
interested  as  to  how  one  would  go  about  or- 
ganizing just  such  a Department  of  Anes- 
thesia, as  you  suggest,  in  any  given  hospital. 
How  are  you  going  to  accomplish  that  ? 

Dr.  Clapperton  : I think  I will  pass  that 
question  on  to  Dr.  Wiggin,  who  has  had 
experience  along  that  line. 

Regarding  an  Organized  Department  of 
Anesthesia 

By  Sidney  C.  Wiggin,  M.  D., 

Boston,  Massachusetts 

Du,  AViggin  : First,  an  organized  Depart- 
ment of  Anesthesia  benefits  the  patient  by 
abolishing  fear  and  apprehension.  It  safe- 
guards the  patient  from  anesthesia  accidents, 
by  proper  preparation  for  anesthesia  and 
choice  of  anesthetics  by  the  best,  administra- 
tion possible,  by  early  recognition  of  the  com- 
plications and  treatment  of  these  complica- 
tions during  anesthesia. 

In  the  post-operative  care,  insofar  as  the 
anesthetist  knows  the  condition  of  the  patient 
during  the  operation,  the  effects  of  surgery 
and  anesthesia  on  that,  patient,  he  can  better 
tell  what  drugs  and  what  dosage  should  be 
used,  the  fluids  the  patient  needs  and  the 
posture  the  patient  should  be  placed  in  as  a 
result,  of  the  anesthetic  administered. 
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It  reduces  morbidity  and  mortality  and 
shortens  the  period  of  convalescence.  All  pa- 
tients get  the  same  expert  care,  whether 
private,  semi-private,  ward  cases  or  service 
cases. 

The  surgeon  benefits  bv  being  relieved  of 
responsibilities  before,  during  and  after 
operation.  It  allows  the  surgeon  to  perfect 
his  technique  in  surgery  and  also  allows  him 
to  do  operations  that  before  the  organization 
of  anesthesia  were  almost  unheard  of,  for 
example  the  developments  in  chest  surgery, 
abdominal  surgery,  brain  surgery,  thyroid 
surgery  and  many  others. 

Dr.  Hill:  How  do  you  get  this  Utopia 
that  you  are  talking  about  ? How  are  we 
going  to  get  it  in  the  ordinary  hospitals  ? 

Dr.  Wiggin:  I am  coming  to  that.  It 
benefits  the  hospital  by  approaching  the  ideal 
of  hospital  organization,  with  a competent 
physician  in  charge  of  the  department.  It  re- 
duces the  cost  of  anesthetic  supplies  and 
equipment  by  intelligent  supervision  and 
maintenance  of  supplies  and  equipment  by 
the  anesthesia  department.  There  is  more 
hospital  business  created  by  a greater  turn- 
over of  patients  and  more  satisfied  patients. 
There  is  a smoother  running  of  the  operating 
room.  There  is  less  nursing  required,  both  in 
the  operating  room  and  in  the  wards,  due  to 
the  fact  that  there  is  less  post-operative  care 
necessary. 

Dr.  Fades:  What  is  the  personnel  set-up 
of  the  organization  ? 

Dr.  Wiggin:  First,  we  have  to  consider 
the  qualifications  of  the  anesthetist.  The 
anesthetist  should  be  a graduate  of  a Grade 
A medical  school.  He  should  have  an  interne- 
ship  of  one  to  two  years  in  surgery  prefer- 
ably, or  a rotating  service.  He  should  have  a 
training  in  anesthesia  of  one  to  three  years’ 
residencv,  and  should  also  be  a member  of 
the  County  Medical  Society  as  well  as  the 
local  and  national  anesthesia  societies,  in 
order  to  classify  him  properly.  The  head 
anesthetist  should  be  impowered  with  the 
same  authority  as  the  heads  of  the  other 
departments  of  the  hospital. 

Dr.  Clute  : Don’t  you  think  you  could 
make  an  anesthetist  out  of  a fellow  who  has 
been  in  practice  ten  years,  without  all  of 
that  ? 


Dr.  Wiggin  : Absolutely,  it  can  be  done 
easily,  and  it  is  what  is  being  done  in  many 
hospitals  throughout  the  country. 

Alow,  the  different  types  of  hospital  and 
the  personnel  of  the  departments  vary.  For 
instance,  in  the  teaching  hospital  connected 
with  the  medical  school,  we  have  the  Director 
of  Anesthesia,  Assistant  Director,  and  suffi- 
cient residents  to  cover  the  amount  of  operat- 
ing done  and  the  teaching  of  medical  students 
and  nurses.  At  the  Bellevue  Hospital,  they 
figure  on  three  anesthetists  for  five  thousand 
operations,  and  one  additional  anesthetist  for 
every  additional  two  thousand,  up  to  ten 
thousand  operations. 

There  is  a second  type  of  large  hospital 
which  hasn’t  teaching  connections  with  the 
medical  school.  The  first  type,  as  mentioned, 
would  be  typified  by  Bellevue  Hospital  in 
ATew  York,  the  second  type  is  the  large  city 
hospital,  such  as  are  located  in  Hartford, 
Connecticut,  with  about  1,000  beds,  where 
they  have  a Director  of  Anesthesia,  Assistant 
Director  and  resident  anesthetist  sufficient  to 
cover  the  needs  of  the  operating  floor. 

In  the  smaller  cities,  with  less  population, 
having  smaller  hospitals  of  about  three  hun- 
dred beds  or  a little  over,  such  as  the  hospitals 
in  the  cities  in  Maine,  we  would  expect  a 
Director  of  Anesthesia  with  an  Assistant  and 
sufficient  residents  to  take  care  of  the  needs. 

Then  we  come  to  the  smaller  hospitals  in 
the  small  communities,  the  community  hos- 
pitals, of  which  there  are  many  in  all  states, 
consisting  of  twenty-five  to  one  hundred  beds. 
Here  we  can  develop  the  anesthetist  that  Dr. 
Clute  asks  about.  In  other  words,  there  isn’t 
sufficient  work  for  a trained  specialist,  who 
has  devoted  several  years  to  his  residency  in 
anesthesia,  after  completing  his  interneship ; 
therefore,  the  local  practitioners  on  the  staff 
of  the  hospital  make  very  good  anesthetists. 
Of  course,  it  is  necessary  that  these  men  have 
sufficient  interneship  and  also  that  they  have 
a special  interest  in  anesthesia;  they  should 
also  have  some  training  in  anesthesia  before 
taking  over  these  duties.  They  should  at  least 
go  away  to  the  medical  centers  and  get  a few 
months’  post-graduate  training,  brushing  up 
their  knowledge  of  anesthesia,  sufficient  for 
them  to  develop  their  own  ability  at  the 
hospital. 
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Dr.  Clute  : How  do  these  fellows  get 

paid  ? 

A Voice:  They  don’t!  [Laughter.] 

Dr.  Wiggijst  : It  is  very  simple.  But,  be- 
fore I answer  that  question,  Dr.  Clute,  I 
might  say  that  where  the  hospital  is  large 
enough  to  have  more  than  one  anesthetist,  a 
younger  member  of  the  staff  just  coming  from 
his  interneship  makes  an  excellent  assistant 
to  develop  in  anesthesia. 

Now,  these  members  of  the  staff  will  not 
have  sufficient  work  to  keep  them  wholly  in 
anesthesia,  but  they  will  be  able  to  carry  on 
some  practice.  Some  men  do  some  other  spe- 
cialty, such  as  obstetrics  or  cardiology,  while 
a good  many  carry  on  general  practice. 

We  have  several  hospitals  within  the  radius 
of  eight  miles  of  Boston,  which  in  the  last 
five  years,  have  adopted  this  policy  and  found 
it  very  successful. 

Now,  as  to  how  to  pay  all  these  anes- 
thetists. The  positions  in  the  teaching  hos- 
pitals are  rapidly  developing  into  salaried 
positions,  principally  because  the  head  anes- 
thetist is  a full-time  professor  of  anesthesia, 
while  his  assistants  are  salaried  faculty  mem- 
bers of  the  medical  school.  The  residents  are 
on  a salary,  as  all  residents  are,  of  about 
$50.00  a month,  and  the  rest  of  their  compen- 
sation comes  from  their  training. 

At  the  larger  hospitals,  without  teaching 
connections,  you  have  a different  set-up.  The 
anesthetists  are  on  a private  basis,  with  the 
residents  on  salary  by  the  hospital,  in  the 
same  way  that  the  resident  surgeons  are  on  a 
salary  from  the  hospital. 

In  the  hospitals  of  the  smaller  cities,  of 
about  three  hundred  beds,  which  includes  the 
hospitals  in  Lewiston  and  Portland,  the  Di- 
rector of  Anesthesia  would  be  on  a private 
basis,  with  the  Assistant  Director,  also,  on  a 
private  basis.  And  here,  if  residents  are 
necessary,  and  it  seems  at  least  one  or  more 
residents  would  be  necessary  in  a hospital  of 
this  size,  they  would  be  on  a salary  from  the 
hospital. 

Now,  all  the  service  cases  in  these  hos- 
pitals, in  which  the  anesthetist  is  an  independ- 
ent practicing  physician,  are  done  without 
compensation,  on  the  basis  of  the  anes- 
thetist being  able  to  handle  the  service  cases 
with  his  staff  perfectly  well,  providing  there 


isn’t  a preponderance  of  service  cases ; in 
that  case,  it  is  conceivable  that  a hospital 
would  have  to  compensate  the  anesthetists  for 
excessive  charity  work. 

Dr.  Hill  : Do  you  think  that  perhaps  the 
regular  anethetist  might  get  the  service  cases 
and  the  private  cases  might  go  to  the  refer- 
ring physician,  under  such  a set-up  ? 

Dr.  Wiggix  : That  is  possible,  of  course, 
if  the  surgical  staffs  do  not  agree  to  support 
the  Anesthesia  Department  of  the  hospital 
one  hundred  per  cent. 

At  the  smaller  community  hospitals,  that 
is,  twenty-five  up  to  one  hundred  beds,  the 
member  of  the  staff  who  becomes  the  Director 
of  Anesthesia  is  on  a private  basis,  as  well  as 
his  assistants,  and  here  again,  they  should  be 
able  to  handle  all  service  cases,  without 
compensation. 

Dr.  Clute  : AVho  pays  for  the  ether  and 
the  gas  and  the  gas-oxygen  machines  in  these 
smaller  hospitals  ? 

Dr.  Wiggin  : That  is  an  item  which  has 
always  troubled  the  hospital  administrators. 
The  experience  of  at  least  a dozen  hospitals 
around  Boston  during  the  last  five  years, 
which  have  developed  Departments  of  Anes- 
thesia, has  been  to  handle  these  items  bv  add- 
ing a suitable  amount  to  the  operating  room 
fee  to  cover  the  cost  of  anesthetic  drugs,  sup- 
plies and  apparatus.  Where  previously,  one 
hospital  that  I have  in  mind,  depended  upon 
the  profits  from  medical  student,  house  officer 
anesthesia  to  cover  the  cost  of  anesthesia  sup- 
plies, drugs  and  agents  and  equipment,  as 
soon  as  the  Anesthesia  Department  was  estab- 
lished, by  increasing  the  operating  room  fee 
these  items  were  covered  the  same  as  the  costs 
of  surgical  supplies. 

The  operating  room  fee  for  minor  surgical 
cases  was  $7.50;  for  ward  cases  was  $10.00 
and  semi-private  room  cases  was  $12.00, 
while  the  private  cases  were  charged  an  oper- 
ating room  fee  of  $15.00.  These  were  raised 
to  $8.50,  $12.00,  $15.00  and  $18.00  respec- 
tively, and  it  was  found  that  in  the  course  of 
the  year,  that  they  more  than  covered  the  cost 
of  anesthesia  supplies  and  equipment,  with- 
out one  complaint  from  any  patient. 

Dr.  Clute  : Of  course,  it  always  worries 
me  about,  how  far  you  can  stretch  this  pa- 
tient’s dollar  that  we  hear  so  much  about. 
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That’s  the  hard  part  of  this  situation,  isn’t  it  ? 

Dr.  Wiggin  : As  anesthesia  is  an  adjunct 
to  surgery ; and  the  patient  is  willing  to  pay 
for  surgical  supplies  in  his  operating  room 
fee,  it  seems  reasonable  that  he  should  be 
willing  to  pay  for  anesthetic  supplies.  If  the 
small  addition  is  added  to  the  operating  room 
fee  the  patient  never  questions  it.  That  has 
been  our  experience  in  the  past  five  years. 

Dr.  Hill  : Well,  now,  I am  wondering  if 
the  panel  is  all  in  accord  ? I haven’t  had 
any  questions  come  up  from  the  floor  in  writ- 
ing, as  suggested  previously.  Does  anyone 
wish  to  bring  up  any  questions,  verbally,  be- 
fore we  have  the  discussion  summarized  ? 

You  will  have  to  speak  up  promptly  if  you 
have  anything  to  offer. 

Dr.  Wiggin  : I might  add  that  I hope  Dr. 
Flagg,  in  his  summation,  will  tell  what  he 
feels  about  the  situation  of  anesthesia  in  this 
State. 

Dr.  Hill:  He  will  tell  us,  I know.  First, 
are  there  any  questions  ? 

Dr,  Kagan  : Dr.  Clute  has  brought  up  a 
point  that  is  rather  vital  to  the  profession, 
the  question  of  economics.  We  are  hearing  a 
good  deal  tonight  about  the  increased  cost  to 
the  patient,  whereas  the  big  cry  all  over  the 
country  is  about  reducing  the  cost. 

I think  it  will  be  interesting  to  have 
something  said  along  that  line. 

Dr.  Butler  : I would  like  to  ask  the 

panel-at-large  what  the  place  of  the  nurse- 
anesthetist  is  going  to  be  in  the  present 
scheme  of  things. 

Dr,  Hill:  Dr.  Flagg  will  answer  that 
question  in  his  summary.  Are  there  any 
other  questions  ? 

Well,  now,  you  people  have  all  been  to 
musical  shows ; you  have  seen  the  chorus 
come  in  and  dance  and  sing  for  you,  and  all 
of  that  really  provides  an  entrance  for  the 
prima  donna,  who  wears  a red  necktie  to- 
night. [Laughter  and  applause.] 

It  is  a great  pleasure  to  have  Dr.  Flagg  as 
the  “ Voice  of  Experience”  to  summarize  this 
discussion.  After  that,  I am  sure  he  will  take 
up  the  subject  of  resuscitation  and  the  use  of 
gases  in  the  clinical  treatment  of  disease. 
Dr.  Flagg ! 


Summary 

By  Paluel  J.  Flagg,  M.  D., 

New  York  City 

Dr.  Flagg:  Mr.  Chairman,  Ladies  and 
Gentlemen. 

I am  sure  that  we  are  all  agreed  that  the 
previous  speakers  have  presented  a first-class 
bird’s-eye  view  of  the  problem  of  anesthesia. 
The  discussion  has  been  so  complete  that  it  is 
difficult  to  add  to  what  has  been  said.  The 
development  of  the  sequence  has  been  natural 
with  little  or  no  repetition ; important  points 
have  been  strongly  stressed. 

Before  passing,  however,  to  a somewhat 
broader  view  of  the  subject  may  I emphasize 
a number  of  the  points  which  have  been 
brought  out. 

I do  not  think  it  is  possible  to  lay  too 
much  emphasis  upon  the  necessity  of  ab- 
dominal relaxation,  particularly  as  this  ap- 
plies to  upper  abdominal  conditions.  It  is  a 
mistake  to  attempt  to  carry  a light  anesthetic 
in  the  course  of  an  intra-abdominal  manipu- 
lation involving  the  parietal  peritoneum.  At 
the  time  of  the  closure  of  the  abdominal 
wound  the  belly  wall  should  be  so  relaxed  that 
it  can  be  lifted  up  and  if  necessary  closed 
with  an  everting  peritoneal  stitch. 

There  are  several  ways  of  increasing  the 
relaxation  resulting  from  the  anesthetic 
agent.  One  of  the  most  practical  means  is  by 
a recognition  of  suitable  table  positions.  The 
patient  must  be  correctly  placed;  his  position 
must  not  induce  abdominal  tension.  For 
example,  during  abdominal  closure  the  ab- 
domen should  be  flexed  by  raising  the  feet 
and  the  shoulders  of  the  patient.  It  is  bad 
technic  to  attempt  to  secure  relaxation  by 
deepening  the  anesthetic  if  this  may  be 
brought  about  by  a change  of  position. 

Another  point  has  not  been  stressed.  I 
think  this  is  particularly  important  when 
there  is  a sequence  of  cases.  I think  we 
should  recognize  the  danger  of  speed.  The 
schedule  should  not  permit  the  crowding  of 
one  case  after  another  for  the  sake  of  con- 
venience or  as  the  result  of  a set  routine. 
Morbidity  and  mortality  follow  this  practice. 
When  operating  in  a small  or  in  a large  insti- 
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tution  in  a sequence  of  operative  cases  the 
patient  under  operation  should  be  considered 
the  only  patient  in  the  world. 

The  question  of  suction  cannot  be  over- 
emphasized. Suction  should  be  available 
wherever  there  are  unconscious  patients.  In- 
complete anesthesia  is  frequently  accom- 
panied by  vomiting.  Profound  anesthesia  is 
sometimes  accompanied  by  regurgitation.  In 
either  case  the  danger  of  aspiration  arises. 
Suction  should  be  available  not  only  in  the 
operating  room  but  in  the  ambulance  as  well. 
Present  day  ambulances  are  merely  compact, 
glorified  hotel  bedrooms.  They  fail  to  pro- 
vide facilities  for  the  needs  of  the  uncon- 
scious patient. 

You  may  say  that  it  is  quite  a problem  to 
provide  suction  in  an  ambulance.  Fortu- 
nately this  is  not  the  case.  A suction  bottle 
can  easily  be  connected  with  the  windshield 
wiper,  providing  perfect  results.  The  intake 
manifold  of  the  engine  provides  a suction  so 
powerful  that  when  connected  with  a garden 
hose  a hundred  feet  long,  stoppered  with  a 
couple  of  corks  and  glass  connections,  it  will 
empty  a milk  bottle  in  ten  seconds.  This 
suction  can  be  used  wherever  a car  can  be 
parked.  If  suction  is  desired  in  an  impro- 
vised operating  room  in  a private  home  the 
hose  may  be  connected  up,  dropped  out  of  the 
window  and  connected  to  the  nearby  car. 

By  no  means  do  I believe  that  spinal  anes- 
thesia should  be  completely  eliminated  from 
all  operating  rooms.  Spinal  anesthesia  gives 
a perfect  abdominal  field.  There  is  nothing 
so  satisfying  for  the  surgeon.  In  fact,  this 
may  become  a liability  if  the  surgeon  depends 
entirely  upon  this  type  of  anesthesia.  It  is 
fairly  well  recognized,  however,  that  safe  and 
successful  spinal  anesthesia  requires  a trained 
personnel,  close  supervision  and  a perfected 
routine  if  the  morbidity  and  mortality  is  to 
be  reasonably  low.  It  certainly  should  not  be 
employed  by  the  surgeon  who  does  an  occa- 
sional operation  without  routine  professional 
assistance  and  supervision.  It  may  be  noted 
in  passing,  however,  that  where  a general 
anesthetic  for  abdominal  surgery  is  difficult 
to  obtain  or  where  this  is  likely  to  prove  in- 
efficient, as  on  shipboard,  in  industrial  emer- 
gencies and  elsewhere,  the  danger  faced  from 
the  general  anesthetic  is  greater  than  that 


from  the  spinal.  In  these  fields  spinal  anes- 
thesia becomes  part  of  the  surgical  technic 
and  is  dependent  upon  the  skill  of  the 
operator. 

Let  us  consider  this  discussion  as  a long- 
ranged  project.  The  recommendations  of  this 
evening  will  not  go  into  effect  next  week  or 
two  months  from  now.  They  may  occur,  if 
you  are  fortunate,  in  a few  years.  Let  us 
consider,  therefore,  the  fundamental  prin- 
ciples that  must  guide  you  no  matter  what 
technic  yon  follow,  no  matter  what  organiza- 
tion scheme  is  developed.  If  you  stick  closely 
to  three  fundamental  requirements  in  your 
anesthetic  service  you  cannot  go  far  wrong. 
These  three  requirements  are:  1.  Safety, 

2.  Efficiency,  3.  Comfort,  in  the  order  stated. 

In  these  days  we  are  selling*  comfort.  We 
have  been  selling  comfort  during  the  last  four 
or  five  years.  We  are  selling  comfort  in  ob- 
stetrics and  in  surgery  through  the  basal 
anesthetic  approach.  I say  that  we  are  sell- 
ing comfort,  we  are  being  obliged  to  provide 
it  by  the  patient.  One  has  to  put  up  a strong 
resistance  to  deny  a patient  induction  in  bed 
or  to  deny  her  an  unconscious  labor.  Resist- 
ance against  comfort  must  frequently  be 
developed  in  order  to  increase  safety.  Effi- 
ciency in  spinal  anesthesia,  for  example,  is 
one  hundred  per  cent.  Comfort  is  by  no 
means  always  present  and  safety  is  reduced 
even  under  carefully  supervised  conditions. 

It  should  be  realized  that  while  almost  any 
anesthetic  agent  may  be  developed  to  a high 
degree  of  efficiency  and  safety  within  a given 
environment  where  conditions  are  fairly 
stable  as  to  operating  surgeons,  anesthetists, 
nursing  staff  and  volume  of  work  carried  out, 
this  same  agent  or  technic  transplanted  to  a 
different  environment  may  promptly  develop 
a high  degree  of  morbidity  and  mortality. 

Improvements  in  anesthesia  take  place  by 
the  addition  of  new  anesthetic  agents  and  in 
new  technics  developed  for  old  agents. 

The  choice  of  a new  anesthetic  agent  is 
difficult,  critical  and  an  involved  problem 
which  should  be  approached  with  a great  deal 
of  preliminary  consideration  and  close  super- 
vision. It  must  be  realized  that  if  we  found 
the  best  possible  anesthetic  agent  tomorrow  it 
would  very  likely  take  twenty  years  to  prove 
it.  The  accumulation  of  statistics  requires 
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time,  not  only  as  to  number  of  cases  but  more 
especially  as  to  tbe  variety  of  environments 
which  cannot  be  changed  and  which  must  be 
reckoned  with. 

On  the  other  hand,  a new  technic  for  ad- 
ministering an  old  agent  is  a relatively  simple 
matter.  Here  the  problem  is  mechanical 
rather  than  bio-chemical.  Such  an  improve- 
ment involves  much  less  risk.  I wish  to  em- 
phasize the  difference  between  these  two  types 
of  progress  as  the  issue  is  not  made  clear  by 
enthusiastic  detail  men. 

Anesthesia  in  obstetrics  is  important.  It 
presents  complications  which  are  habitually 
overlooked.  From  a purely  mechanical  view- 
point, if  the  ordinary  surgical  case  were  com- 
plicated by  the  presence  of  a tumor  occupying 
the  space  which  the  full  term  uterus  does,  one 
would  immediately  recognize  the  presence  of 
a real  hazard.  Yet,  in  ordinary  obstetrical 
anesthesia  the  presence  of  the  huge  abdominal 
tumor,  compressing  the  intestines  against  the 
diaphragm,  frequently  causing  the  contents 
of  the  stomach  to  regurgitate  into  the  phar- 
ynx, is  entirely  overlooked. 

Another  point  of  even  greater  importance 
is  what  we  might  call  the  buffer  effect  of  the 
fetal  circulation.  Accidents  reported  in  ob- 
stetrical anesthesia  which  are  not  included  in 
aspiration  of  regurgitated  gastric  contents 
during  induction  usually  take  place  shortly 
after  the  delivery  of  the  child  and  the  pla- 
centa. In  other  words,  after  the  elimination 
of  a very  considerable  part  of  the  total  gas 
absorbing  circulation.  In  other  words,  if  the 
anesthetist,  misled  by  the  difficulty  of  induc- 
tion, complicated  by  shallow  respiration  from 
pressure  and  increased  blood  volume  through 
fetal  circulation,  attempts  to  carry  a deep 
anesthesia,  the  patient  may  suddenly  die 
from  over-saturation  of  the  anesthetic. 

In  this  connection  is  to  be  considered  the 
important  problem  of  neonatal  deaths  from 
asphyxia  neonatorum.  This  question  will  be 
developed  as  we  consider  the  problem  from  a 
somewhat  broader  angle. 

The  question  of  the  nurse  anesthetist  has 
been  raised.  This  is  a natural  and  a proper 
question.  The  nurse  anesthetist  has  done  ex- 
cellent work.  The  results  can  be  judged  from 
the  facts  of  record.  The  successful  results 
referred  to  are  to  be  found  in  a number  of 


large  teaching  institutions  who  have  em- 
ployed this  type  of  technical  work  consis- 
tently. It  must  be  emphasized  that  the  satis- 
factory results  obtained  are  limited  to  those 
of  a technical  character ; they  are  also  limited 
to  the  large  well-supervised  institution  where 
such  technical  activity  is  thoroughly  and  con- 
sistently supervised  bv  surgeons  who  have 
made  the  effort  to  acquaint  themselves  with 
the  basic  fundamentals  of  the  professional 
aspects  of  the  case.  The  success  achieved  in 
these  groups  cannot  be  used  as  a criterion  to 
measure  the  results  to  be  expected  in  small 
institutions  where  a large  variety  of  operators 
practice,  and  where  the  nurse  technician  is 
required  to  assume  professional  as  well  as 
technical  obligations.  It  is  very  much  to  be 
doubted  if  any  nurse  anesthetist  has  ever 
wished  to  assume  the  obligations  of  diagnosis 
and  to  prescribe  pre-medication,  emergency 
treatment  and  post-operative  care.  The  ex- 
perienced nurse  realizes  that  this  professional 
field  is  entirely  outside  of  her  qualifications 
and  does  not  welcome  the  assumption  of  such 
a burden. 

While  the  technical  act  of  administering* 
an  anesthetic  and  the  surgical  supervision  of 
this  administration  may  provide  a satisfac- 
tory routine,  it  does  not  take  into  considera- 
tion the  exceptional  case  and  the  emergency 
which  requires  immediate  action.  These  cases 
can  only  be  safely  met  by  the  physician  w}10 
is  also  a trained  and  skillful  technician.  A 
service  in  a large  institution  which  does  not 
possess  competent  physician  anesthetists  is 
static.  Progress  is  hampered  and  while  the 
recorded  morbidity  and  mortality  remains 
apparently  within  reasonable  limits  because 
of  safe  routine  in  the  bulk  of  the  work  and 
the  small  number  of  exceptional  cases,  the 
end  result  always  bears  improvement  through 
the  presence  of  the  physician  trained  in  anes- 
thesia. 

The  small  institution  and  the  attending 
surgeon  of  the  small  institution  presents  an 
outstanding  characteristic,  that  is,  individual- 
ism. Individualism  must  be  highly  developed 
in  the  man  who  is  on  his  own,  who  must  meet 
difficulties  without  assistance.  Admirable  in 
private  practice,  such  individualism  becomes 
a hazard  when  a surgeon  attempts  to  make 
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himself  the  criterion  of  new  agents  and  new 
technics. 

I believe,  therefore,  that  one  of  the  most 
important  reasons  why  an  organized  Depart- 
ment of  Anesthesia  is  necessary,  particularly 
in  the  small  hospital,  is  that  it  provides  a 
stabilizing  influence  counteracting  this  in- 
dividualism. It  provides  someone  who  is 
familiar  with  the  subject,  someone  who  can 
be  freely  consulted,  someone  who  will  set  a 
safe  routine  for  the  average  case  and  who 
knows  when  exceptions  should  be  made. 

Let  us  now  consider  briefly  the  develop- 
ments which  may  be  expected  to  occur  once 
your  Department  of  Anesthesia  is  organized 
and  functioning. 

In  1929,  just  ten  years  ago,  I attended  a 
meeting  of  the  American  College  of  Surgeons 
in  Boston.  Dr.  Yandell  Henderson,  address- 
ing a group  of  anesthetists  who  were  holding 
a meeting  at  the  time,  said  to  them,  “You 
men  are  not  only  anesthetists,  you  are  more 
than  anesthetists,  you  are  gas  therapists.” 
That  idea  caught;  I haven’t  been  able  to  let 
go  of  it.  As  a consequence  of  this  infirmity 
(some  might  choose  to  call  it  such)  at  the 
closing  of  this  panel,  which  will  now  take 
place,  I shall  discuss  the  evolution  which  may 
be  expected  of  the  Department  of  Anesthesia 
which  you  are  to  establish  in  your  hospital. 
[ Applause.] 

Dr.  II  ill  : I want  to  thank  the  members 
of  the  panel  who  have  so  ably  presented  the 
situation. 

After  we  have  set  the  scenery  for  the 
second  act  and  after  Dr.  Flagg  has  changed 
his  costume  we  will  proceed  with  the  second 
part  of  this  presentation  on  the  subject  of 
Resuscitation  and  Pneumatology. 

Dr.  Flagg:  It  was  noted  a few  moments 
ago  that  anesthesia  may  be  expected  to  cover 
a larger  field  than  “the  use  of  gases  for  the 
control  of  pain.”  We  say,  the  use  of  gases 
for  the  control  of  pain,  as  describing  the  field 
of  anesthesia,  since  at  least  eighty  per  cent  of 
all  anesthesia  for  major  surgery  is  brought 
about  by  the  employment  of  gases  used  either 
continuously  or  in  a supplementary  form  dur- 
ing one  or  more  stages  of  the  operative  pro- 
cedure. In  certain  clinics  where  local  and 
regional  methods  are  highly  developed  this 
proportion  will  be  reduced ; over  the  country 


as  a whole,  the  percentage  will  be  sustained. 
It  may  be  noted  in  passing  that  the  liquid 
anesthetics,  ether,  chloroform,  ethyl-chloride, 
etc.,  are  inhaled  in  gaseous  form. 

Instead  of  expecting  the  tail  to  wag  the 
dog,  which  occurs  when  anesthesia  or  anes- 
thesiology as  a specialty  accepts  any  activity 
that  may  be  of  interest,  including  those  in- 
volving fields  much  larger  than  itself,  let  us 
review  the  historical  background  of  the  situ- 
ation as  we  find  this  recorded  in  medical 
history.  Let  us  see  just  what  has  happened 
and  how  we  have  arrived  at  our  present 
viewpoint. 

Exactly  one  hundred  and  fifty  years  ago 
Sir  Thomas  Beddoes  of  Clifton,  near  Bristol, 
England,  opened  his  Pneumatic  Institute. 
Gases  were  here  employed  for  the  treatment 
of  clinical  diseases.  Physicians  referred  to  as 
Pneumatologists  employing  gases  for  thera- 
peutic purposes,  practiced  their  profession 
until  the  early  forties.  At  this  time  Long, 
Morton,  Jackson  and  Wells  introduced  ni- 
trous oxide  and  ether  for  the  control  of  pain. 
The  new  therapy  was  so  dramatic  that  Oliver 
Wendell  ILol  mes  was  constrained  to  suggest  a 
new  name  for  the  practice  which  he  called 
Anesthesia.  Overnight,  as  it  were,  the  Pneu- 
matologist  became  an  Anesthetist  with  a field 
automatically  restricted  to  the  control  of 
pain,  occurring  in  surgical  manipulations. 
This  restriction  has  recently  been  emphasized 
in  literature  coming  from  Italy  covering 
Dogliotti’s  new  book  on  anesthesia  which 
refers  to  anesthesia  as  “a  surgical  specialty.” 

The  terminology  anesthesia  hampered  the 
development  of  the  use  of  gases  for  the  treat- 
ment of  clinical  disease  and  delayed  for  more 
than  half  a century  the  use  of  gases  for  the 
saving  of  life. 

Why  not  recognize  these  historical  facts? 
Why  not  recognize  the  terminology  in  use  in 
the  leading  medical  dictionaries  and  which,  I 
may  say,  has  been  adopted  by  the  majority  of 
English  dictionaries  now  going  to  print.  Why 
not  use  Pneumatology  as  a terminology 
describing  the  use  of  gases  for  the  control  of 
pain,  the  saving  of  life,  and  the  treatment  of 
clinical  disease  ? 

The  anesthetist  is  familiar  with  the  be- 
havior of  gases  and  their  use.  Lie  is  familiar 
with  the  care  of  the  unconscious  patient.  He 
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recognizes  tlie  same  phenomena  when  faced 
with  unconsciousness  from  asphyxiation  oc- 
curring from  its  many  causes.  He  is  prepared 
to  deal  with  many  conditions  which  are  now 
neglected.  Why  hamper  his  work  by  a ter- 
minology which  restricts  his  activities  ? I 
would  suggest  that  you  keep  this  integration 
before  you.  It  is  a development  to  be  achieved 
by  your  Department  of  Anesthesia.  It  cares 
for  a field  as  wide  as  the  hospital  service  it- 
self and  reaches  out  to  improve  problems  of 
public  health. 

Let  me  show  you  what  has  come  out  of 
Pneumatology  as  a specialty.  Eight  years 
ago  a society  was  started  for  the  purpose  of 
preventing  asphyxial  death.  The  aims  and 
purposes  of  this  society  are  important  enough 
to  have  enlisted  the  Surgeon  Generals  of  the 
IT.  S.  Army,  Havv,  and  Public  Health  Serv- 
ice throughout  this  period.  It  has  received 
the  support  of  Generals  Rossiter  and  Mcln- 
tire  of  the  Havy,  of  Generals  Cummings  and 
Parran  of  the  U.  S.  Public  Health  Service, 
and  of  Generals  Patterson,  Reynolds  and 
Magee  of  the  Army. 

In  addition  to  these  national  leaders  its 
Advisory  Board  has  included  distinguished 
men  in  the  university  and  professional  fields, 
such  as  Chevalier  Jackson,  Philadelphia, 
Yandell  Henderson  of  Yale,  Alexis  Carrel  of 
the  Rockefeller  Institute,  Professor  Weidlein 
of  the  Mellon  Institute,  and  others. 

Why  are  these  national  leaders  interested  ? 
They  are  interested  because  Pneumatology 
includes  basic  world  problems  of  gases  in 
warfare,  of  gases  in  submarine  operation,  of 
air  conditioning  of  high  altitude  planes,  of 
the  prevention  of  death  from  asphyxia  due  to 
many  other  causes. 

Hot  long  ago  a submarine  accident  oc- 
curred outside  of  Portsmouth,  H.  H.  You  all 
know  about  it.  That  morning  a wire  was  sent 
to  the  Surgeon  General  of  the  Havy  suggest- 
ing the  desirability  of  endotracheal  facilities 
for  rescue  work  on  the  “Squalus.”  Coopera- 
tion was  accepted  and  equipment  was  for- 
warded to  be  placed  on  board  the  S.  S. 
Falcon.  The  equipment  loaned  for  this  emer- 
gency is  on  the  table  before  you.  It  was  de- 
signed to  meet  the  indications  for  treatment 
from  asphyxia  in  its  various  stages.  It  will 
be  a pleasure  to  demonstrate  this  equipment 


to  you  after  the  meeting  when  you  may 
examine  it  in  detail. 

Let  me  indicate  to  you  another  point  of 
great  interest  which  has  developed  from  this 
sjiecialty.  The  Professor  of  Obstetrics  of 
every  medical  school  of  the  United  States  and 
Canada  wTas  contacted  in  a personal  com- 
munication. Responses  were  received  from 
sixty-three  universities.  More  than  eighty 
per  cent  of  all  the  universities  in  the  U.  S. 
and  Canada.  These  responses  have  been  sum- 
marized in  the  form  of  a report  which  I now 
turn  over  to  Dr.  Hill  for  publication  in  your 
Maine  Medical  Journal.* 

Lastly,  you  may  be  interested  to  learn  that 
it  was  through  the  field  of  Gas  Therapy  or 
Pneumatology  that  the  Lindbergh  Artificial 
Heart  for  the  culture  of  organs  came  about. 

From  these  references  you  can  see  the  im- 
portance and  the  significance  of  the  field  of 
Pneumatology,  the  evolution  of  the  Depart- 
ment of  Anesthesia  which  you  are  to 
establish. 

Should  you  be  interested  to  observe  the 
physical  set-up  of  such  a department  you  will 
find  it  occupying  a space  of  a thousand  square 
feet  in  Field  Station  Ho.  3 of  the  Medical 
Department  of  the  Hew7  York  World’s  Fair. 
You  are  all  invited  to  call. 

I will  now  show  you  a motion  picture  of  a 
Department  of  Pneumatology  in  action,  in- 
cluding the  department  at  the  World’s  Fair 
referred  to.  As  you  travel  with  me  over  the 
ground,  let  me  point  out  in  passing  the  State 
of  Maine  Exhibit,  for  which  your  State  is 
responsible.  This  exhibit  was  a leading  at- 
traction and  as  you  will  note  a long  line 
approaches  the  entrance — the  only  State  ex- 
hibit with  a waiting  line.  You  will  note  also 
the  greetings  extended  to  you  by  the  Director 
of  the  State  of  Maine  Exhibit,  Mr.  Charles 
Titus.  I would  also  call  your  attention  to  the 
electrical  transcriptions  which  have  been  pre- 
pared for  medical  teaching  purposes,  which 
are  set  up  for  you  in  the  lobby.  These  trans- 
criptions cover  the  Prone  Pressure  Schaeffer 
technic,  the  use  of  gases  for  the  control  of 
pain,  the  negative  pressure  cabinet,  etc.  They 

* This  article  appears  in  The  Journal  of  the 
Maine  Medical  Association,  Volume  31,  Number  1, 
Page  1. 
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are  to  be  left  here  for  your  use  through  the 
concluding  days  of  your  meeting. 

I thank  you  for  your  attention.  [Ap- 
plause.] 

Dr.  Hill  : Before  turning  the  meeting 
back  to  Dr.  Pratt,  I want  to  thank  Dr.  Clute 
for  bringing  us  the  viewpoint  of  the  surgeon, 
Dr.  Eades  for  bringing  us  the  viewpoint  of 
the  obstetrician,  and  I want  to  thank  our 
pneumatologists,  Dr.  Clapperton,  Dr.  Wiggin 
and  Dr.  Flagg,  for  their  wonderful  messages 
that  they  have  given  to  us  tonight.  [ Ap- 
plause.] 


President  Pratt:  I don’t  believe  there 
is  much  more  that  I can  add  to  what  has 
already  been  said. 

I should  like  to  remind  those  who  haven’t 
registered  that  we  should  like  to  have  them 
register  as  soon  as  possible. 

I hope  that  we  will  have  as  good  a day 
tomorrow  as  we  have  had  today. 

This  panel  discussion  is  now  adjourned. 

[ Whereupon,  the  meeting  was  adjourned 
at  ten-fifteen  o'clock  in  the  evening.] 


Automobile  Insurance  Based  on  Injury  Only 


The  following  interesting  comment  comes 
from  the  December,  1939,  issue  of  the  Jour- 
nal of  the  Connecticut  State  Medical  Society. 
Obviously  such  a radical  type  of  automobile 
insurance  coverage,  if  written  in  sufficient 
numbers,  will  materially  lessen  the  load  on 
hospitals  and  physicians  now  forced  to  treat 
many  of  these  cases  with  little  or  no  re- 
muneration. 

“A  new  and  revolutionary  type  of  auto- 
mobile insurance  coverage — which  will  help 
lift  the  burden  of  taking  care  of  automobile 
accident  victims  from  the  medical  profession 
and  the  hospitals  if  it  is  favorably  received 
by  the  insuring  public — has  been  announced 
by  the  American  Mutual  Alliance  in  a recom- 
mendation to  the  major  mutual  automobile 
insurance  companies  which  comprise  a sec- 
tion of  its  membership.  Under  the  new  cover- 
age the  medical,  surgical,  ambulance,  hospital 
and  professional  nursing  services  of  persons 
injured  in  automobile  accidents  will  be  paid 


regardless  of  whether  the  insured  driver  is 
responsible  for  the  accident. 

Expected  to  be  among  the  practical  results 
of  the  new  coverage  are : 

Adequate  medical  care  will  be  provided  for 
many  injured  persons,  particularly  pedes- 
trians, who  must  depend  upon  their  own  or 
public  resources,  or  upon  the  charity  of  doc- 
tors and  hospitals. 

Passengers  in  insured  automobiles,  now 
barred  under  so-called  “guest  laws”  in  manv 
states  from  recovering  money  from  a motorist 
unless  he  can  be  proved  guilty  of  gross  negli- 
gence, will  be  given  an  opportunity  to  secure 
medical  expenses. 

The  payment  of  medical  expenses  irre- 
spective of  negligence  should  result  in  a con- 
siderable decrease  in  automobile  insurance 
litigation ; payment  of  medical  expenses  be- 
ing automatic  there  will  be  no  necessity  to 
file  suit  to  collect  them  by  attempting  to 
prove  legal  liability.” 


The  treatment  of  pulmonary  tuberculosis 
demands  little  knowledge  of  drugs  but  much 
about  the  immediate  and  prolonged  education 
of  patients.— Brown,  Lawrosan,  Tubercu- 
losis Theses. 


The  ability  of  lymphoma  to  cause  massive 
bleeding,  hemoptysis,  hematemesis  or  bleed- 
ing by  rectum  also  must  be  appreciated. — 
J.  H.  Means,  M.  D.,  Jour.  A.  M.  A.,  August 
19,  1939. 
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Skin  Testing  for  U ndulant  F ever  in  Maine* 

RESULTS  OBTAINED  IN  FIVE  HUNDRED  UNSELECTED  HOSPITAL  PATIENTS 
By  E.  R.  Blaisdell,  M.  D.,  F. 


Undulant  fever,  although  not  a new  disease 
in  this  country,  is  considered  by  some  writers 
to  be  on  the  increase.  Before  this  is  accepted 
as  a fact,  it  would  seem  necessary  to  have 
more  reliable  data  which  can  be  obtained 
only  by  examination  from  time  to  time  of 
fairly  large  numbers  of  individuals. 

An  accurate  diagnosis  of  Brucella  infec- 
tion in  man  is  not  without  difficulty.  Prior  to 
the  work  of  Huddleson,  Johnson,  and  Ha- 
mann1,  in  1935,  a negative  agglutination  test 
and  negative  blood  culture  were  considered 
sufficient  evidence  to  rule  out  the  presence  of 
Brucellosis.  Satisfactorily  positive  agglutina- 
tion reactions  or  positive  blood  cultures  are 
sufficient  evidence  for  a diagnosis  of  this  in- 
fection, but  such  tests  when  negative  do  not 
rule  out  its  presence. 

The  allergenic  skin  reaction  is  now  gener- 
ally accepted  as  being  a reliable  test  to  deter- 
mine whether  the  individual  lias  ever  been 
infected  with  Brucella.  Unfortunately,  it 
does  not  give  us  the  information  as  to  whether 
or  not  active  infection  is  present. 

Huddleson  and  his  co-workers,  following 
a study  of  the  combined  use  in  diagnosis  of 
the  opsonocytophagic  activity  of  the  blood 
and  the  allergic  skin  reaction,  stated  that  a 
low  degree  of  phagocytosis  with  a positive 
skin  reaction  meant  infection  with  Brucella, 
while  a high  degree  of  phagocytosis  with  a 
positive  skin  reaction  meant  immunity.  They 
also  stated  that  individuals  having  a negative 
skin  reaction  and  a low  phagocytosis  should 
be  classified  as  susceptible  to  the  infection. 
My  own  experience  with  this  test  is  too  small 
to  enable  me  to  discuss  its  relative  value. 
From  personal  experience,  a positive  skin  re- 
action with  negative  blood  cultures  and  nega- 
tive agglutination  without  clinical  symptoms 
means  only  that  the  patient  has  at  some  time 
been  infected  with  Brucella. 

Groups  of  individuals,  especially  children, 
have  been  skin  tested  for  Brucellosis  in  this 
country.  Angle2  and  associates  found  9.0  per- 
cent of  reactors  in  7,122  school  children  in 


A.  C.  P.,  Portland,  Maine 

Kansas.  It  occurred  to  me  that  it  would  be 
interesting  to  determine  the  percentage  of 
positive  reactors  among  a group  of  people  in 
Maine.  For  this  purpose,  five  hundred  unse- 
lected service  patients  in  the  Maine  General 
Hospital  were  chosen.  The  majority  had 
lived  always  in  Maine  and  the  average  age 
was  approximately  forty  years.  With  one 
exception,  none  were  suspected  at  the  time  of 
the  skin  test  of  having  active  undulant  fever. 
Since  active  infection  was  suspected  only  in 
one  instance,  these  tests  were  carried  out  with 
the  idea  of  determining,  if  possible,  the  pres- 
ence of  past  infection. 

The  material  used  was  obtained  from  Dr. 
E.  Forest  Huddleson  at  the  Michigan  State 
College.  This  solution  is  a 1 : 1000  dilution 
and  contains  a soluble  nucleo  protein  fraction 
of  the  three  different  species  of  Brucella ; 
namely,  Brucella  Melitensis,  Brucella  Abor- 
tus, and  Brucella  Suis. 

The  test  was  made  by  injecting  intrader- 
mally  0.1  cc.  of  the  1 : 1000  dilution.  A posi- 
tive reaction  is  not  unlike  that  of  a positive 
tuberculin  reaction.  Readings  were  made 
according  to  the  method  of  Huddleson  forty- 
eight  hours  after  injection.  Erythema  with- 
out edema  was  not  considered  significant. 
Severe  local  and  general  reactions  may  occur 
in  highly  sensitive  individuals.  Such  reac- 
tions were  observed  only  once  in  the  present 
series. 

There  were  seventeen  reactors  among  the 
five  hundred  patients  skin  tested.  In  no  in- 
stance was  the  agglutination  test  positive  for 
undulant  fever.  With  the  exception  of  one 
patient  who  was  born  in  England  where  she 
spent  her  childhood,  all  were  natives  of 
Maine.  One  man,  aged  59,  had  alwavs  con- 
sumed  from  one  to  three  quarts  of  unpas- 
teurized milk  daily.  The  remainder  could 
not  be  classified  as  milk  drinkers.  AY.  S., 
aged  39,  had  worked  for  four  vears  on  a 
cattle  ranch  in  the  middle  west. 

Only  one  positive  reactor  had  clinical 
symptoms  suggesting  Brucellosis.  His  clini- 
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cal  course  is  given  in  detail  in  order  to  point 
out  the  difficulties  in  diagnosis  that  may  arise 
in  the  presence  of  a positive  skin  reaction. 
This  patient,  a male,  a railroad  brakeman, 
aged  36,  was  in  the  hospital  one  month  before 
death.  Three  weeks  prior  to  admission  he 
was  seized  with  upper  abdominal  pain  and 
vomiting.  The  temperature  rose  to  103°  and 
the  pulse  to  120  per  minute.  Work  was  re- 
sumed after  three  days  in  bed.  Three  days 
later,  a severe  chill  occurred  and  the  patient 
remained  at  home  in  bed.  Since  then,  the 
temperature  was  said  to  have  been  “up  and 
down,”  ranging  from  98°  to  103°.  Alternat- 
ing chills  and  sweats  occurred  once  or  twice 
daily.  The  skin  test  was  reported  markedly 
positive  to  Brucellergin  before  admission. 
There  was  no  history  of  having  ingested  in- 
fected foods. 

On  admission  to  the  hospital,  the  white 
blood  count  was  11,000  with  80  percent  poly- 
morphonuclears.  Physical  examination  re- 
vealed no  cause  for  the  septic  temperature. 
The  chest  and  heart  were  apparently  nega- 
tive. There  was  slight  rigidity  in  the  right 
upper  quadrant,  but  there  were  no  points  of 
definite  tenderness  and  neither  the  liver  nor 
spleen  could  be  felt.  Jaundice  was  absent. 
The  Brucellergin  skin  test  was  repeated  and 
gave  a four  plus  reaction.  All  blood  agglu- 
tination tests  were  negative  as  were  frequent 
urine  and  stool  examinations.  The  opsonocy- 
tophagic test,  showed  26  cells  which  was  inter- 
preted as  an  immune  reaction.  However,  this 
finding  was  thought  to  be  of  very  little  clini- 
cal value  at  this  time  due  to  the  fact  that  just 
previously  two  positive  skin  tests  had  been 
produced  at  an  interval  of  about  three  weeks. 
After  ten  days  of  observation,  the  admission 
diagnosis  of  undulant  fever  was  questioned 
and  multiple  liver  abscesses  of  unknown 
origin  were  suspected.  A surgical  consultant 
was  in  agreement  with  this  suspicion.  The 
white  blood  count  was  26,000.  Drenching 
sweats  and  wide  temperature  fluctuations, 
ranging  from  98°  to  106°,  continued.  In 
spite  of  intensive  supportive  treatment  with 
frequent  blood  transfusions,  high  fluid  intake, 
etc.,  death  occurred  from  exhaustion  one 
month  after  admission. 

Post-mortem  examination  showed  a retro- 
cecal abscess,  portal  phlebitis  and  multiple 


abscesses  of  the  liver.  The  appendix  showed 
no  evidence  of  present  or  past  disease.  The 
cecum  and  liver  were  normal  in  appearance 
and  there  was  no  apparent  direct  connection  be- 
tween the  retrocecal  abscess  and  the  intestine. 
Macroscopically,  the  abscess  area  simulated  a 
large  broken-down  lymphatic  gland.  This 
could  not  be  confirmed  by  a later  histological 
examination.  Cultures  from  the  various  ab- 
scesses showed  only  staphylococcus  aureus. 

It,  might  be  stated  in  this  connection  that 
in  nndulant  fever,  serious  complications,  al- 
though rare,  may  occur.  Meningitis,  multiple 
abscesses,  including  breast  suppuration,  spon- 
dylitis, sub-acute  bacterial  endocarditis,  pneu- 
monia, abortion,  orchitis  and  epididymitis 
have  all  been  reported  during  the  course  of 
Brucellosis.  However,  in  a discussion  of  the 
case  just  presented,  it  was  the  consensus  of 
opinion  of  the  medical,  surgical,  and  patho- 
logical departments  that  the  clinical  and  post 
mortem  findings  were  insufficient  to  warrant 
the  original  diagnosis  of  undulant  fever  and 
that  the  cause  of  the  infection  which  appar- 
ently began  in  the  retrocecal  area  was  still 
undetermined. 

Summary 

Five  hundred  unselected  patients  were  skin 
tested  with  Brucellergin.  Positive  reactions 
were  found  in  3.4  percent. 

The  sole  purpose  of  this  study  was  to  de- 
termine, in  so  far  as  possible,  the  state  of 
allergy  resulting  from  Brucella  infection  in 
a group  of  Maine  residents. 

Ho  attempt  was  made  to  evaluate  the  intra- 
dermal  Brucellergin  skin  test  as  a diagnostic 
procedure  in  acute  Brucellosis. 

Tt  seems  reasonable  to  conclude  that  a Bru- 
cellergiu  skin  test  is  a reliable  method  to 
determine  the  presence  of  Brucella  allergy, 
but  to  state  that  this  test  when  positive  is 
indicative  of  acute  undulant  fever,  in  the 
absence  of  positive  blood  agglutination  and 
suggestive  clinical  and  physical  findings, 
would  lay  one  open  to  just  criticism. 

l Huddleson,  I.  F. ; Johnson,  H.  W.;  and  Hamann, 
E.  E.:  A Study  of  the  Opsono-Cytophagic  Power 
of  the  Blood  and  Allergic  Skin  Reaction  in  Brucella 
Infection  and  Immunity  in  Man,  Am.  J.  Pub. 
Health.  23:917-929,  Sept.,  1933. 

- F.  E.  Angle,  M.  D.;  W.  H.  Algie,  M.  D.;  L. 
Baumgartner,  M.  D.,  Ph.  D.;  W.  F.  Lunsford:  Skin 
Testing  for  Brucellosis  in  School  Children,  Annals 
Int.  Med.,  Vol.  12  (O.  S„  Vol.  13),  Oct.,  1938. 
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The  Wagner  Health  Act  was  apparently  too  expensive,  for  even  the  New 
Dealers,  to  push  during  an  election  year,  so  it  has  been  shelved  temporarily,  but  the 
Inter-Departmental  Committee  has  been  instructed  to  continue  its  work  and  its  per- 
sonnel is  unchanged. 

A new  Wagner  bill  has  been  introduced  appropriating  ten  million  dollars  to 
implement  the  President’s  plan  of  building  small  rural  hospitals,  as  a start  on  the 
National  Health  Program. 

This  is  to  be  expended  by  the  Surgeon  General  of  the  Public  Health  Service, 
with  the  approval  of  the  Social  Security  Administrator. 

Provision  is  made  for  an  Advisory  Council  of  persons  expert  in  hospital  affairs 
to  be  appointed  by  the  Surgeon  General. 

This  Council  is  to  review  applications,  considering  the  need  of  a hospital  in 
any  particular  locality,  and  the  prospect  of  proper  maintenance  and  proper  profes- 
sional standards. 

Senator  Mead  has  also  introduced  a bill  appropriating  not  to  exceed  one  hun- 
dred million  dollars,  to  be  expended  by  the  Administrator  of  the  Federal  Works 
Agency,  in  the  form  of  loans  to  public  bodies  or  non-profit  organizations,  for  hos- 
pital purposes,  which  are  defined  to  include  such  things  as  health  centers  and 
related  facilities. 

These  proposals  are  a great  comedown  from  the  grandiose  Wagnei  Health 
Act,  and  we  can  be  fairly  well  assured  that  the  Medical  Profession  will  not  be  regi- 
mented unless  and  until  the  New  Dealers  are  successful  in  the  next  election. 

A few  comments  on  these  new  bills  may  be  in  order. 

No  indications  are  seen  of  any  consultation  of  the  A.  M.  A.,  or  any  reference 
to  the  first  plank  in  its  platform,  providing  for  the  consolidation  of  all  Federal 
health  activities  excepting  those  of  the  Army  and  Navy,  into  one  department. 

Final  control  of  all  institutions  under  both  these  bills  remains  with  the  Federal 
Departments. 

There  is  approval  of  the  principle  that  existing  institutions,  both  public  and 
private,  be  fully  utilized  before  new  ones  are  built. 

It  would  seem  safe  to  prophesy  that  we  shall  never  be  free  from  proposals  for 
half-baked  legislation  in  medical  matters  until  the  New  Dealers  are  removed  from 
control  in  Washington. 

George  L.  Pratt,  M.  D., 

President , Maine  Medical  Association. 
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There  is  no  doubt  that  every  far-seeing 
physician  is  strongly  in  favor  of  intensive 
education  of  both  the  laity  and  the  physician 
regarding  the  cancer  problem.  Education  of 
these  two  groups  is,  however,  a separate  prob- 
lem. Let  us  look  at  them  with  utter  frank- 
ness. 

We  have  reached  a commendable  stage  in 
the  treatment  of  cancer,  where  surgical  pro- 
cedures, at  times  reenforced  by  radium  or 
X-ray,  can  practically  assure  the  patient  of  a 
five  year  (and  many  times  a complete)  cure 
in  an  increasingly  large  percentage  of  cases 
PROVIDED  the  disease  is  discovered  and 
treated  early.  Accumulating  statistics  all 
over  the  world  show  that  it  is  the  factor  of 
DELAY  that  is  at  present  the  greatest  hin- 
derance  to  cure.  It  is  delay  that  we  must  edu- 
cate against.  Delay  that  we  must  fight  in 
every  way  possible.  Xeither  diagnostic  skill 
nor  improved  surgical  technic  can  avail 
against  delay  in  seeking  advice  or  in  accept- 
ing immediate  operation  when  advised. 
Early  diagnosis  and  early  operation  spell 
probable  success  in  a large  percentage  of 
cases,  while  late  diagnosis — delay — and  late 
operation  spell  defeat  in  the  large  majority 
of  cases  coming  to  the  surgeon. 

A vivid  example  of  delay  caused  by  ignor- 
ance is  the  following.  One  year  ago  a woman 
of  18  showed  a “lump’  in  her  breast  to  her 
husband  who  advised  XOT  consulting  a 
physician  because  the  lump  was  not  painful. 
When  the  patient  at  last  disregarded  her  hus- 
band’s advice  and  sought  help  she  was  in  an 
advanced  stage  of  carcinoma  and  inoperable. 

One  of  the  most  pointed  and  sane  articles 
-ever  published  on  this  subject  appeared  in  the 
October,  1939,  number  of  the  Readers  Digest ; 
an  abstract  of  an  article  in  Hygeia  by  Dr.  R. 
S.  Fer  guson.  We  strongly  recommend  it  to 
all  physicians.  Marked  copies  could  well  be 
placed  in  every  physician’s  waiting  room  for 
patients  to  read. 

This  article  contains  the  strongest  possible 
arguments  for  the  putting  aside  of  old  super- 
stitious, the  elimination  of  foolish  and  often 


suicidal  fear  from  the  patient’s  attitude 
toward  disease,  and  a strong  plea  to  the  lay- 
man to  use  all  his  intelligence  and  to  give  his 
physician  every  chance  to  be  of  real  help  to 
him.  The  burden  of  responsibility  for  incura- 
ble disease  is  not  always  upon  the  physician’s 
shoulders,  but  lies,  in  many  instances,  in  the 
heedlessness,  ignorance  or  lack  of  cooperation 
on  the  part  of  the  patient. 

This  article  also  demonstrates  most  vividly 
how  great  is  the  need  for  more  thorough  edu- 
cation of  the  public  in  knowledge,  not  only  of 
cancer  but  about  all  other  disease  symptoms. 

Idie  other  side  of  our  problem  has  to  do 
with  the  frankly  acknowledged  need  for  more 
thorough  education  of  the  physician.  It  is 
painfully  evident  that  he  needs  education,  in 
many  instances,  fully  as  much  as  the  patient. 
This  issue  should  not  be  dodged,  and  the  ef- 
fort to  correct  the  fault  should  start  at  once 
within  our  own  ranks,  lest  we  soon  find  to  our 
chagrin  that  the  public  is  demanding  a higher 
standard  of  intelligence  on  our  part. 

In  our  own  state  a commendable  effort  is 
being  made  to  overcome  this  defect  in  our 
profession,  as  evidenced  by  the  efforts  of  our 
state  medical  association  to  stimulate  post- 
graduate education.  Our  county  medical  so- 
cieties could  well  contribute  their  share  by 
concentrating  on  just  one  single  but  simple 
effort,  namely,  that  of  MORE  THOROUGH 
AND  MORE  COMPLETE  PHYSICAL 
EXAMINATIONS  of  all  patients.  If  the 
general  practitioner  could  be  convinced  that 
what  he  needed  was  more  knowledge  of 
his  patient  from  the  simple  point  of  view  of 
complete  physical  examination,  a far  step 
would  be  accomplished  in  advancing  medical 
practice  in  our  state. 

Only  by  a searching  history  taking  and  a 
COMPLETE  physical  examination  can  the 
physician  hope  to  learn  everything  of  value 
about  the  patient  and  be  able  to  give  him  logi- 
cal advice.  The  man  who  fails  to  make  at 
least  a digital  rectal  examination  on  all  pa- 
tients complaining  of  any  degree  of  gastro- 
intestinal trouble  fails  utterly  in  his  duty. 
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For,  cancer  of  the  rectum  is  the  easiest  of  all 
G.  I.  tract  diseases  to  diagnose,  once  the  pa- 
tient has  presented  himself ; yet  fewer  dis- 
eases are  diagnosed  so  late.  For  this  lamenta- 
ble state  of  affairs  the  physician  is  largely 
responsible.  Cancer  of  the  rectum  is  now  one 
of  the  most  curable  of  cancers ; if  discovered 
and  operated  early.  It  is  definitely  the  duty 
of  every  physician  to  make  it  so,  in  all  cases, 
by  doing  ROUTINE  rectal  examinations  as 
a matter  of  habit. 

Cancer  of  the  breast  is  at  present  probably 
the  most  poorly  treated  of  all  cancers,  mainly 
because  of  disastrous  advice  given  by  the  first 
physician  seeing  the  case.  Wait-and-see  ad- 
vice is  nothing  short  of  criminal.  In  all 
doubtful  cases  surgical  consultation  should  be 
demanded. 

The  following  story  illustrates  advice 
which  no  intelligent  physician  should  be 
guilty  of  giving.  A woman  of  56  received 
eleven  X-ray  treatments  to  an  unproven  tu- 


mor of  the  breast  and  was  then  told  that  she 
need  never  be  concerned  about  it  again.  Four 
years  later  she  consulted  another  physician 
for  the  same  tumor.  Attempts  were  made  to 
remove  this  under  local  anesthesia.  The  speci- 
men submitted  to  the  pathologist  showed  a 
well-developed  adenocarcinoma.  Cut  section 
of  the  breast  after  a delay  of  12  days  showed 
extensive  involvement  of  the  breast.  The  sec- 
ond physician  failed  tragically  in  his  duty  to 
the  patient  by  attempting  a local  removal  of 
the  tumor  without  being  prepared  to  do  a 
radical  mastectomy  at  the  same  sitting,  after 
frozen  section  diagnosis  by  an  attending 
pathologist. 

How  can  we  make  progress  in  cancer  con- 
trol if  ignorant  patients  get  even  more  ig- 
norant advice  from  their  physicians  ? This 
is  a question  for  every  physician  in  the  State 
to  answer  for  himself.  If  you  do  not  know — 
read,  study,  consult,  but  do  not  expose  your 
patient  to  the  tragedies  of  ignorance. 


Fundal  carcinoma  is  typically  a disease  of 
post-menopausal  age.  The  average  age  in  this 
series  was  57.1  years.  Seventy-two  per  cent 
of  the  patients  were  between  fifty  and  sixty- 
nine  years  of  age. 

Child  bearing  is  not  related  to  fundal  car- 
cinoma. Twenty-seven  per  cent  of  the  women 
in  this  series  had  never  been  pregnant. 

Spotty  bleeding  is  the  most  common  symp- 
tom. The  average  duration  of  symptoms  is 
long,  22.7  months  in  the  104  cases  reported. 
Symptoms  of  long  duration  often  do  not 
mean  incurability. 

There  are  no  characteristic  pelvic  findings, 
but  some  enlargement  of  the  uterus  is  usually 
present.  When  the  uterus  is  only  slightly  en- 
larged and  movable  the  prognosis  is  relatively 
good.  Fibroids  confuse  the  picture  in  about 


one-fifth  of  the  cases.  The  results  are  poor  in 
this  group. 

Panhysterectomy,  when  possible,  has  been 
the  favorite  method  of  treatment,  and  seem- 
ingly has  given  the  best  results.  With  present 
methods  it  is  possible  to  cure  about  one-half 
the  patients  presenting  themselves  with  this 
disease. 

It  is  possible  to  divide  fundal  carcinomas 
into  several  histologic  groups  based  upon  the 
degree  of  cellular  differentiation  and  the  gen- 
eral pattern.  There  are  many  sources  of  er- 
ror in  such  divisions,  however.  Adenoma  ma- 
lignum  forms  seem  definitely  more  benign 
than  the  others.  Prognosis  should  not  be 
based  upon  the  single  factor  of  the  histologic 
type. — Daniel  G.  Morton,  M.  D.,  Am. 
Jour,  of  Roentgenology  and  Radium  Ther- 
apy, May,  1939. 


Chronic  dyspepsia  in  a man  who  has 
reached  the  age  of  60  years  is  a symptom  of 
very  grave  possibilities.  Of  the  men  of  this 
age  who  came  to  the  clinic  because  of  indiges- 
tion, 39  per  cent  were  found  to  have  cancer. 


In  men  of  70  years  and  older,  cancer  was 
actually  demonstrable  as  the  cause  of  their 
dyspepsia  in  58  per  cent  of  instances.  — 
Andrew  B.  Rivers,  M.  D.,  Jour.  A.  M.  A., 
September  23,  1939. 
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Edward  L.  Pratt,  M.  D., 

1884-1940 

Doctor  Edward  L.  Pratt  of  Lewiston  and  Auburn, 
former  prominent  New  York  specialist,  died  after 
a brief  illness  on  January  19,  1940.  He  was  born 
at  Cornwall,  Canada,  December  13,  1884,  the  son 
of  Herbert  L.  and  Abbie  H.  Pratt.  He  was  a gradu- 
ate of  Phillips  Andover  Academy,  Yale,  and  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University,  1911.  He  interned  at  Harlem  Hospital, 
New  York,  and  practiced  in  New  York  until  com- 
ing here  in  1933.  He  had  become  well  known  in 
this  and  surrounding  communities  for  his  special 
work  in  the  field  of  endoscopy  as  well  as  in  the 
general  field  of  orto-laryngology.  He  was  a man 
well  liked  and  respected  among  the  doctors  and 
patients  in  spite  of  his  few  years’  work  in  Lewis- 
ton and  Auburn. 


Virgil  Connor  Totman,  M.  D., 

1872-1940 

Doctor  Virgil  Connor  Totman  died  suddenly  at 
his  home  in  Oakland,  Maine,  on  January  6,  1940, 
at  the  age  of  67  years.  He  was  born  in  Fairfield, 
Maine,  on  December  9,  1872,  the  son  of  Herod  V. 
and  Carolyn  Shepherd  Totman.  He  graduated  from 
Coburn  Classical  Institute  and  Colby  College  in 
the  class  of  1894.  He  received  his  M.  A.  degree 
from  Colby  in  1897  and  graduated  from  Bowdoin 
Medical  School  in  1900.  For  three  years  he  studied 
eye,  ear,  nose  and  throat  in  New  York  and  for  six- 
teen years  was  in  charge  of  the  nose  and  throat 
clinic  in  Waterville. 

Before  coming  to  Oakland,  Maine,  he  practiced 
at  Bar  Mills  from  1900  to  1906. 

In  1903  he  married  Henrietta  Tozier  of  Fairfield 
and  to  this  marriage  three  children  were  born,  two 
of  whom,  Virgil  C.  Totman,  Jr.,  and  Carolyn  Tot- 
man, survive. 

He  was  a member  of  numerous  civic,  fraternal 
and  religious  organizations. 

Always  ready  when  needed  up  to  the  day  of  his 
death,  Doctor  Totman  will  be  missed  by  the  com- 
munity in  which  he  practiced  and  by  his  medical 
confreres. 


Albert  Ervin  Kilgore,  M.  D., 

1863-1940 

Doctor  Albert  Ervin  Kilgore  died  at  his  home  in 
Brooks,  Maine,  on  January  7,  1940.  He  was  born 
in  Augusta,  Maine,  on  June  6,  1863,  the  son  of 
Luther  and  Vesta  Rose  Kilgore.  Doctor  Kilgore 
received  his  education  at  the  Maine  Central  Insti- 
tute in  Pittsfield,  Maine,  and  the  University  of 
Vermont  College  of  Medicine,  where  he  received 
an  honorary  diploma. 

After  graduation  he  went  to  Brooks,  Maine, 
where  he  carried  on  his  medical  practice  up  to  the 
time  of  his  death.  He  married  Miss  Ellen  Patter- 
son of  Belfast  and  has  one  daughter  who  survives 
him. 

Doctor  Kilgore  practiced  medicine  for  over  50 
years  and  in  1938  at  a meeting  of  the  Maine  Medi- 
cal Association  in  Bar  Harbor,  he  was  awarded 
the  50-year  service  medal.  He  was  also  a member 
of  the  Waldo  County  and  the  American  Medical 
Associations. 


Arthur  A.  Shaw,  M.  D., 

1864-1939 

Doctor  Arthur  A.  Shaw  of  Clinton,  Maine,  died 
at  the  home  of  his  daughter,  Mrs.  Winnifred  Ter- 
rill, in  Concord.  N.  H.,  on  December  15,  1939,  where 
he  had  been  staying  for  a few  months  because  of 
his  illness.  Doctor  Shaw  was  born  in  Etna,  Maine, 
on  April  7,  1864.  He  received  his  education  at  the 
Maine  Central  Institute  at  Pittsfield,  and  Bowdoin 
College,  and  graduated  from  Bowdoin  Medical 
School  in  1891.  He  practiced  for  a short  time  at 
Burnham  and  then  went  to  Clinton,  where  he  re- 
sided since.  He  had  a large  practice  and  was  well 
known  over  a large  section. 

In  1894  Doctor  Shaw  married  Miss  Ethel  Foster 
of  Clinton,  who  survives  him.  To  this  union  three 
children  were  born,  two  sons,  Donald  A.  Shaw  of 
Nashua,  N.  H.,  and  Kenneth  E.  Shaw  of  Newport, 
N.  H.,  and  one  daughter,  Mrs.  Winnifred  Terrill  of 
Concord,  N.  H. 

He  was  a member  of  the  Kennebec  County,  Maine 
Medical,  and  American  Medical  Associations. 
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100%  Paid-Up  Membership  for  1940 

Piscataquis  County  Medical  Society,  N.  H.  Nicker- 
son, M.  D„  Greenville,  Secretary.  (To  Piscat- 
aquis County  for  the  third  successive  year  goes 
credit  for  being  the  first  to  send  in  100%  pay- 
ment of  dues.) 

Sagadahoc  County  Medical  Society,  Jacob  Smith, 
M.  D.,  Bath,  Secretary. 


New  Members 

Hancock 

Ernest  L.  Coffin,  M.  D.,  Northeast  Harbor,  Maine. 
Kennebec 

Henry  Almoncl,  M.  D..  Gardiner,  Maine. 

Penobscot 

Wilfred  J.  Comeau,  M.  D..  Bangor,  Maine. 

Paul  A.  Millington,  M.  D.,  Newport,  Maine. 

Piscataquis 

John  B.  Valentine,  M.  D.,  Dover-Foxcroft,  Maine. 

Sagadahoc 

Willis  B.  Mitchell,  M.  D.,  Wiscasset,  Maine. 


Removal  Notices 

George  W.  R.  Boioie,  M.  D.,  (Franklin  County) 
From  New  Gloucester,  Maine 
to  Vanceboro,  Maine. 

E.  Allen  McLean,  M.  D.  (Cumberland  County) 
From  201  State  Street,  Portland,  Maine 
To  29  Deering  Street,  Portland,  Maine. 


Androscoggin 

The  last  regular  meeting  of  the  Androscoggin 
County  Medical  Society  was  held  February  15, 
1940,  at  the  Auburn  Y.  M.  C.  A.  The  meeting  was 
devoted  entirely  to  the  subject  of  medical  publicity 
and  the  work  of  the  National  Physician’s  Commit- 
tee with  the  discussion  led  hy  Doctor  M.  J. 
Harkins. 

Wedgwood  P.  Webrer,  M.  D., 

Secretary. 


Cumberland 

A meeting  of  the  Cumberland  County  Medical 
Society  was  held  Friday,  February  16,  1940.  After- 
noon Clinic  at  4.30  P.  M.  at  the  Maine  General 
Hospital. 

(1)  Puerperal  Sepsis,  Alvin  Ottum,  M.  D.,  Ob- 
stetric Service. 

(2)  Delayed  Union  Fracture  of  Leg  Due  to 
Lues,  Thomas  Martin,  M.  D.,  Orthopedic  Service. 


(3)  Fractures  of  Jaw,  Ralph  Hutchinson,  Den- 
tal Service. 

(4)  Cancer  of  Fundus  Complicated  by  Ascites. 
Radium,  William  Holt,  M.  D.,  Director  Radium 
Therapy. 

(5)  Injury  to  Larynx  from  Duodenal  Tube  for 
Continuous  Drainage,  George  O.  Cummings,  M.  D„ 
Ear,  Nose,  Throat  Service. 

(6)  Peripheral  Emboli,  I.  M.  Webber,  M.  D„ 
Surgical  Service. 

(7)  Pernicious  Anaemia  with  Diabetes  and 
Lues,  E.  R.  Blaisdell,  M.  D. 

(8)  Localization  of  Stones  Right  Upper  Quad- 
rant, Jack  Spencer,  M.  D.,  Radiologist. 

Dinner  at  7.00  P.  M.,  at  the  Eastland  Hotel,  was 
followed  by  a Panel  Discussion  of  Pneumonia,  con- 
ducted by  Frederick  T.  Hill,  M.  D.,  Waterville, 
Chairman;  and  T.  E.  Hardy,  M.  D„  Waterville;  S. 
A.  Cobb,  M.  D„  Sanford;  Julius  Gottlieb,  M.  D., 
Lewiston;  E.  H.  Drake,  M.  D„  Portland;  E.  R. 
Blaisdell,  M.  D.,  Portland;  and  L.  T.  Thaxter,  M. 
D.,  Portland. 

Donald  H.  Daniels,  M.  D., 

Secretary. 


Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  February  6,  1940,  at  8.15  P.  M., 
with  the  President,  Dr.  Franklin  Ferguson,  presid- 
ing. There  were  42  members  and  three  guests 
present. 

Dr.  Milton  S.  Thompson  was  elected  to  member- 
ship. The  resignation  of  Dr.  C.  F.  Hogan,  who  has 
moved  to  Virginia,  was  accepted. 

Dr.  Leon  Babalian  gave  a report  on  Ringworm 
of  the  Scalp. 

The  paper  of  the  evening  was  by  Dr.  J.  F.  Wel- 
lington, who  spoke  on  the  subject,  Nephroptosis. 
The  paper  was  discussed  by  Dr.  R.  L.  Huntress 
and  Dr.  E.  E.  O’Donnell. 

Respectfully  submitted, 

Alice  Whittier,  Secretary. 


Hancock 

At  the  annual  meeting  of  the  Hancock  County 
Medical  Society  the  following  officers  were  e’ected: 

President,  Ralph  W.  Wakefield,  M.  D.,  Bar  Har- 
bor. 

Vice-President,  Philip  L.  Gray,  M.  D.,  Harborside. 

Secretary-Treasurer,  M.  A.  Torrey,  M.  D.,  Ells- 
worth. 

Delegate  to  the  1940  annual  session  of  the  Maine 
Medical  Association,  M.  A.  Torrey,  M.  D. 

Alternate,  R.  E.  Weymouth,  M.  D.,  Bar  Harbor. 

Censor,  J.  H.  Crowe,  M.  D.,  Ellsworth. 

M.  A.  Torrey,  M.  D., 

Secrretary. 


Have  You  Paid  Your  1940  State  and  County  Dues? 

To  insure  being  in  the  annual  roster,  which  is  to  be  printed  in  the  May  issue  of  the  Journal, 
members  must  be  reported  in  good  standing  by  their  County’s  Secretary  on  or  before  April  1st. 
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Kennebec 

A meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Sisters’  Hospital,  Water- 
ville,  Maine,  Thursday,  February  15,  1940. 

Clinical  Session  at  5 P.  M.,  which  was  presided 
over  by  Blynn  0.  Goodrich,  M.  D.,  President: 

(1)  Substerna]  Adenoma  of  the  Thyroid,  A. 
H.  McQuillan,  M.  D. 

(2)  Lymphadenopathy,  L.  A.  Guite,  M.  D. 

(3)  Sulfanilamide  Therapy  in  Three  Head 
Cases,  T.  C.  McCoy,  M.  D. 

(4)  Laryngeal  Trauma  Due  to  Indwelling  Tube, 
F.  T.  Hill,  M.  D.,  and  E.  R.  Irgens,  M.  D. 

(5)  Carcinoma  of  Penis,  E.  W.  Harlow,  M.  D. 

(6)  A Case  of  Scurvy (?),  Aaron  Cook,  M.  D. 

Dinner  at  6.30  P.  M.,  which  was  followed  by  a 

business  meeting. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Henry  Almond,  M.  D.,  Gardiner,  Maine,  was 
elected  to  membership. 

The  applications  of  James  E.  Poulin,  M.  D., 
Waterville,  Maine,  and  Samson  Fisher,  M.  D.,  Oak- 
land, Maine,  were  received  and  referred  to  the 
Board  of  Councilors. 

Resolutions  on  the  recent  death  of  Virgil  C.  Tot- 
man,  M.  D.,  of  Oakland,  Maine,  were  read  by  L.  A. 
Guite,  M.  D.,  and  resolutions  on  the  recent  death  of 
Arthur  A.  Shaw,  M.  D.,  of  Clinton,  Maine,  were 
read  by  Charles  E.  Towne,  M.  D.  Resolved  that 
copies  of  these  resolutions  be  spread  on  the  records 
of  the  Kennebec  County  Medical  Association,  and 
that  a copy  be  sent  to  each  of  the  bereaved  fam- 
ilies, respectively. 

The  address  of  the  evening  was  given  by  Forrest 
C.  Tyson,  M.  D„  Superintendent  of  the  Augusta 
State  Hospital,  whose  subject  was  “Psychiatrists’ 
Attitude  Toward  the  Alcohol  Problem.”  This  paper 
was  very  interesting,  ably  presented  and  brought 
out  much  general  discussion. 

There  were  38  members  and  guests  present. 

Frederick  R.  Carter,  M.  D., 

Secretary. 


Knox 

The  regular  meeting  of  the  Knox  County  Medical 
Society  was  held  at  Rockland,  Maine,  February  13, 
1940,  with  the  President,  Howard  L.  Apollonio, 
presiding. 


The  program  for  the  evening  was  the  Panel  Dis- 
cussion on  Pneumonia,  a very  interesting  and 
instructive  discourse  on  the  various  phases  of 
pneumonia. 

Many  thanks  and  much  praise  should  be  given 
to  the  members  of  the  Panel  for  the  very  clever 
arrangement  for  handling  the  discussion. 

A.  J.  Fuller,  M.  D., 

Secretary. 


Penobscot 

The  Penobscot  County  Medical  Association  held 
its  monthly  meeting  on  Tuesday,  February  20,  1940. 
A buffet  supper  at  6.30  P.  M.  at  the  Eastern  Maine 
General  Hospital  preceded  the  evening  program. 

Samuel  H.  Epstein,  M.  D.,  Visiting  Neurologist, 
Boston  City  Hospital,  was  the  speaker  of  the  eve- 
ning. His  subject  was  Epilepsy,  with  Newer  Con- 
cepts of  Therapy. 

Forrest  B.  Ames,  M.  D., 

Secretary. 


Piscataquis 

A meeting  of  the  Piscataquis  County  Medical 
Association  was  held  at  the  Mayo  Memorial  Hos- 
pital in  Dover-Foxcroft,  February  15. 

John  B.  Valentine,  M.  D.,  of  Dover-Foxcroft,  was 
elected  to  membership. 

A general  discussion  of  pneumonia  by  the  mem- 
bers of  the  association  was  held. 

Eleven  members  were  present. 

N.  H.  Nickerson,  M.  D., 

Secretary. 


Sagadahoc 

The  January  meeting  of  the  Sagadahoc  County 
Medical  Society  was  held  at  the  Hotel  Sedgwick, 
Tuesday,  January  16,  1940.  Presiding  at  the  meet- 
ing were  the  newly  elected  officers  for  1940,  who 
are  as  follows: 

President,  H.  D.  Grant,  M.  D.,  Bath. 

Vice-President,  F.  A.  Winchenbach,  M.  D.,  Bath. 

Secretary-Treasurer,  Jacob  Smith,  M.  D.,  Bath. 

Censors,  M.  Joss,  M.  D.;  E.  M.  Fuller,  Jr.,  M.  D.; 
and  H.  F.  Morin,  M.  D. 


Medical  Auditing  Counsel  i 

(Founded  1920)  A 

THERE  MUST  BE  A REASON! 

When  “half  a thousand”  physicians  and  90%  of  the  CLIP 

Hospitals  in  Maine  patronize  our  service  exclusively.  . AND  MAIL 

T , / Without  obligation 

Let  US  tell  you  why / send  me  full  details  con- 

/ cerning  your  service. 

297  WESTERN  PROMENADE  / Name  ^ 

PORTLAND,  MAINE  / s*™®*  _ 

/ City  
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Delegate  to  the  1940  annual  session  of  the  Maine 
Medical  Association,  A.  F.  Williams,  M.  D., 
Augusta. 

AVillis  B.  Mitchell,  M.  D„  of  Wiscasset,  was 
elected  to  membership. 

Guest  speakers  for  the  evening  were  Julius 
Gottlieb,  M.  D.,  and  Charles  W.  Steele,  M.  D.,  of 
Lewiston,  who  presented  an  exceptionally  interest- 
ing panel  on  Clinical  Pathology  with  a round  table 
discussion  by  our  members. 

Jacob  Ssiitii,  M.  D., 

Secretary. 


Coming  Meetings 

County  Medical  Societies 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Secretary. 

March  21,  1940 — Gardiner  General  Hospital, 
Gardiner,  Maine. 

Speaker:  E.  R.  Brow,  M.  D.,  Montreal.  Canada. 

Subject:  Some  Heart  Emergencies. 

April  18,  1940 — Augusta  General  Hospital,  Au- 
gusta, Maine. 

Program  to  be  announced  later. 

May  16,  1940 — Veterans’  Administration  Fa- 
cility, Togus,  Maine. 

Program  to  be  announced  later. 


State  Medical  Associatioyis 

Connecticut  State  Medical  Society,  Creighton  Bark- 
er, M.  D„  258  Church  Street,  New  Haven, 
Secretary. 

Annual  Meeting — Hartford  May  22-23,  1940. 

Maine  Medical  Association.  Frederick  R.  Carter, 
M.  D.,  22  Arsenal  Street,  Portland,  Secre- 
tary. 

Annual  Meeting — Rangel ey  Lakes,  June  23-25, 
1940. 

Massachusetts  Medical  Society,  Alexander  S.  Begg. 
M.  D.,  8 The  Fenway,  Boston.  Secretary. 

Annual  Meeting — Boston.  May  21-22,  1940. 

New  Hampshire  Medical  Society,  C.  R.  Metcalf. 

M.  D.,  5 S.  State  Street,  Concord,  Secre- 
tary. 

Annual  Meeting — Manchester,  May  14-15,  1940. 

Rhode  Island  Medical  Society,  Guy  AY.  AVells.  M. 

D„  124  Waterman  Street,  Providence,  Sec- 
retary. 

Annual  Meeting — Providence.  June  5-6,  1940. 

National  Medical  Societies 

American  Medical  Association.  Olin  West,  M.  D., 
535  North  Dearborn  Street,  Chicago,  Sec- 
retary. 

Annual  Meeting — New  York,  June  10-14.  1940. 

American  Association  for  the  Study  of  Goiter, 

W.  Blair  Mosser,  M.  D.,  Kane,  Pennsylvania,  Cor- 
responding Secretary. 

Annual  Meeting — Rochester,  Minnesota,  April 

15-17,  1940. 


SILVER  PICRATE 

tyfye/A 

Has  shown  a CONVINCING  RECORD*  DF 
EFFECTIVENESS  in  ACUTE  ANTERIOR  URETHRITIS 

due  to  ISeisseria  gonorrheas  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 


♦'Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate/  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  25,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  & BROTHER,  INCORPORATEB,  PHILABELPHIA,  PA. 
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Panel  Discussions  Available 

The  following  panel  discussions  are  available  for 
County  Medical  Society  programs.  Application  for 
these  should  he  made  to  the  Chairman  well  in  ad- 
vance, if  possible,  so  that  arrangements  can  be 
made  for  presentation. 

Pneumonia,  F.  T.  Hill,  M.  D.,  Waterville,  Chair- 
man. 

Cardio-Renal  Diseases,  E.  E.  Holt,  Jr.,  M.  D., 
Portland,  Chairman. 

Fractures,  Allan  Woodcock,  M.  D.,  Bangor, 
Chairman. 


Acute  Appendicitis,  F.  H.  Jackson,  M.  D.,  Houl- 
ton,  Chairman. 

Clinico-Pathological  Discussion,  Julius  Gottlieb, 
M.  D.,  Lewiston,  Chairman. 

Thoracic  Surgery,  George  Young,  M.  D.,  Skow- 
hegan,  Chairman. 

Blood  Dyscrasias,  L.  H.  Smith,  M.  D.,  Winter- 
port,  Chairman. 

Convulsions,  T.  A.  Foster,  M.  D.,  Portland, 
Chairman. 

Management  of  Brain  Injuries,  Howard  F.  Hill, 
M.  D.,  Waterville,  Chairman. 


Notices 


Finnish  Relief  Fund 

The  Finnish  Relief  Fund,  Inc.,  is  sponsored  by 
Mr.  Herbert  Hoover.  It  is  approved  by  the  Finnish 
Minister  in  Washington,  D.  C.,  His  Excellency 
Hjalmar  Procope. 

It  has  the  main  purpose  of  accepting  for  the  Fin- 
nish people  and  transmitting  to  Finland  any  funds 
contributed  for  this  great  cause  by  the  American 
people. 

Contributions,  unless  specifically  intended  to  be 
used  for  war  material,  will  be  used  for  food  and 
clothing  for  the  Finnish  civilian  population,  many 
of  whom  are  suddenly  made  homeless  by  having 
their  houses  irreparably  demolished  by  the  incendi- 
ary bombs  from  Russian  aeroplanes. 

Members  of  the  American  Medical  Association 
are  the  only  doctors  who  will  be  asked  to  con- 
tribute through  this  Fund. 

It  is  hoped  the  profession  will  respond  as  gener- 
ously as  possible.  It  is  further  hoped  that  every 
doctor  will  make  some  contribution,  and  no  matter 
how  small  it  may  be,  it  will  be  gratefully  accepted. 
We  believe  the  profession  should  have  one  hundred 
per  cent  of  its  members  become  contributors  to 
this  most  worthy  cause. 

No  money  is  deducted  for  expenses  from  any  con- 
tribution made  through  this  Fund,  and  every  dol- 
lar donated  arrives  in  Finland  worth  one  hundred 
cents. 

No  salaries  are  paid  and  no  financial  remunera- 
tions are  made  to  officers  on  duty  with  the  Finnish 
Relief  Fund.  Expert  auditors  make  a daily  check- 
up of  the  donations  acquired  and  chart  the  results. 

The  National  Chairman  of  the  Medical  Division 
of  the  Professional  Groups  of  the  Finnish  Relief 
Fund,  Inc.,  is  Dr.  John  Frederick  Erdmann  of  New 
York. 

A director  (chairman)  for  the  Medical  Division 
has  been  or  will  be  appointed  from  each  state  who 


will  try  to  get  in  touch  with  every  member  of  the 
American  Medical  Association  of  that  state  by 
such  method  as  he  deems  best. 

The  Executive  Director  of  the  Medical  Division 
is  Dr.  Iverwin  W.  Kinard,  who  has  offices  at  Fund 
Headquarters. 

All  checks  should  he  made  payable  to  the  Fin- 
nish Relief  Fund,  Inc.,  and  sent  to  the  Medical 
Division  of  the  Finnish  Relief  Fund,  Inc.,  420  Lex- 
ington Avenue,  New  York,  N.  Y. 


Tumor  Clinics 


Bangor:  Eastern  Maine  General  Hospital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Magnus  F.  Ridlon,  M.  D. 

Lewiston:  Central  Maine  General  Hospital 

Tuesday,  10.00  A.  M.-12.00  M. 
Director,  E.  V.  Call,  M.  D. 

St.  Mary's  General  Hospital 
Wednesday,  4.00  P.  M. 

Director,  R.  A.  Beliveau,  M.  D. 


Portland:  Maine  General  Hopital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Mortimer  Warren,  M.  D. 

Waterville:  Sisters  Hospital 

1st  & 3rd  Thursdays,  10.00  A.  M. 
Director,  B.  0.  Goodrich,  M.  D. 
Thayer  Hospital 

2nd  & 4th  Thursdays,  10.00  A.  M. 
Director,  E.  H.  Risley,  M.  D. 


Pharmaceuticals,  Tablets,  Lozenges,  Ampoules,  Capsules, 
Ointments,  etc.  Guaranteed  reliable  potency.  Our  prod- 
ucts are  laboratory  controlled. 

Write  for  literature 


Chemists  to  the  Medical  Profession. 

THE  ZEMMER  COMPANY 
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MA  3-40 


The  Journal 

of  the 

Maine  Medical  Association 


Dolume  Thirtq^one  Portland,  Ulaine,  April,  1940  No.  4 


Chronic  Arthritis:  Therapeutic  Considerations 

By  Robert  T.  Phillips,  M.  D.,  Portland,  Maine 


Conservative  treatment,  in  the  light  of  our 
present  knowledge,  is  the  keynote  of  therapy 
for  chronic  arthritis.  The  value  of  supervised 
rest  and  exercise,  the  proper  support  and  pro- 
tection of  involved  joints,  good  hygiene,  the 
employment  of  the  more  simple  forms  of 
physical  medicine,  and  moderation  in  all 
things,  has  not  been  nullified  by  a host  of 
modalities  claimed  to  have  specific  effect 
upon  the  course  of  this  disease. 

As  new  methods  are  introduced  it  is,  never- 
theless, important  that  we  consider  what  that 
is  new  may  he  of  real  value  and,  insofar  as 
possible,  apply  it  to  the  benefit  of  those  in- 
dividuals, two  million  of  them  in  this  country 
alone,  who  suffer  from  chronic  arthritis.  Un- 
til very  recent  years  the  attitude  of  the  pro- 
fession toward  this  problem  has  been  char- 
acterized by  negative  thinking  and  a gross 
lack  of  interest. 

I propose  to  present  in  this  paper  certain 
considerations  relative  to  the  treatment  of 
this  disease  based  upon  considerable  personal 
experience  during  the  past  nine  years.  It  is, 
to  my  way  of  thinking,  of  prime  importance 
that  the  general  practitioner  realize  that  there 
are  indeed  methods  of  treatment  available 
now  that  can  be  effective  in  aiding  the  indi- 


vidual with  chronic  arthritis  to  better  health, 
no  matter  how  severe  that  arthritis  may  be. 
To  adopt  a do-nothing  policy  is  to  turn  many 
sufferers  into  the  hands  of  irregular  prac- 
titioners where,  as  a rule,  treatment  does 
more  harm  than  good.  I shall  consider  the 
treatment  of  chronic  arthritis  under  the  fol- 
lowing categories : 

1.  Best  and  Exercise. 

2.  Physical  Therapy. 

3.  Orthopedic  Aids. 

4.  Diet. 

5.  Drugs. 

6.  Psychotherapy. 

1.  Best  and  Exercise.  Best  is  the  one 
method  of  treatment  which  students  of  the 
disease  unanimously  believe  to  be  of  value 
When  a patient  with  painful  joints  is  urged 
to  keep  going  at  all  costs  the  result  is  invari- 
ably harmful.  On  the  other  hand,  occupying 
a comfortable  position  in  bed  and  gradually 
folding  up  may  be  equally  bad.  Best  should 
be  combined  with  exercise.  Every  joint 
should  be  put  through  a complete  range  of 
motion  at  least  twice  every  day. 

Those  patients  confined  to  bed  should  prac- 
tice hyperextension  exercises  after  each  meal 
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in  tlie  following  manner.  The  first  position 
is  lying  on  the  back,  two  pillows  being  used, 
one  under  the  knees  and  one  under  the  dorsal 
spine.  No  pillow  is  used  under  the  head  and 
the  patient  is  instructed  to  raise  the  hands 
to  the  sides  of  the  head  in  order  to  spread 
the  ribs  and  raise  the  diaphragm.  While  in 
this  position  deep  breathing  exercises  are 
done  slowly  for  twenty  minutes.  The  second 
position  is  accomplished  face  prone,  the  sub- 
ject lying  upon  two  pillows,  one  placed  under 
the  hips  and  a second  from  the  hips  to  the 
clavicles.  Here  again  no  pillow  is  used  for 
the  head  and  the  arms  are  placed  above  the 
shoulders,  this  position  occupying  another 
twenty  minutes.  These  and  other  exercises 
have  been  described  with  illustrations  else- 
where.1 2 

Pemberton,  who  has  always  emphasized 
the  necessity  of  restoring,  insofar  as  possible, 
the  patient’s  “physiological  equilibrium”,  has 
this  to  say  about  rest  in  arthritis : “Systemic 
rest  is  acknowledged  to  be  the  most  useful 
single  basic  factor  in  the  treatment  of  arth- 
ritis. Use  of  “rest”,  however,  is  not  to  be 
interpreted  as  a generic  panacea  for  patients 
with  arthritis.  It  is  brought  forward  rather 
as  a comprehensive,  though  fragmentary, 
method  of  approaching  that  betterment  of 
function,  in  many  systems  of  the  body,  which 
makes  toward  a so-called  reversal  of  the  arth- 
ritic process.” 2  3 

Graded  exercises,  particularly  with  a view 
to  counteracting  the  tendency  for  the  develop- 
ment of  contractures  are  indicated  at  all 
times,  within  the  limits  of  the  patient’s  capa- 
bilities. Muscle  setting  exercises  as  well  are 
readily  done  in  bed  and  good  muscle  tone  can 
be  retained  or  developed  even  with  prolonged 
bed  rest. 

2.  Physical  Therapy.  In  general,  the 

simpler  forms  of  physical  medicine  are  as 
effective,  if  not  more  so,  than  the  more  com- 
plicated measures,  especially  those  concerned 
with  electrical  apparatus.4  I have  never  felt 
that  any  form  of  electrical  treatment  had 
more  than  a transient  influence  on  the  pa- 
tient’s arthritis.  The  exception  to  this  is  in 
the  case  of  gonorrheal  arthritis  where  hyper- 
thermia may  act  almost  as  a specific  cure. 

Hot  fomentations  to  the  affected  joints  two 
or  three  times  a day  frequently  offer  satis- 


factory relief  except  in  the  more  acute  phases 
of  the  disease  when  heat  should  be  employed 
with  caution. 

Melted  paraffin  may  be  used  to  advantage, 
particularly  for  the  hands  and  fingers.  The 
hands  are  dipped  about  six  times  until  a 
glove  is  made.  Since  paraffin  may  be  used 
at  a temperature  considerably  higher  than 
water,  a marked  vasodilation  follows  which 
brings  an  increased  flow  of  blood  to  the  small 
joints  of  the  fingers.  Hot  magnesium  sul- 
phate foot  baths  are  useful  in  controlling  the 
swelling  and  edema  of  the  ankles.  Dry  heat, 
in  the  form  of  an  electric  pad  or  the  lowly 
hot  water  bottle  is  not  to  be  overlooked.  Un- 
derwater therapy  is  useful  not  only  for  its 
sedative  effect  but  for  muscle  training’  exer- 
cises  and  for  obtaining  increased  range  of 
motion  where  contractures  are  present.  The 
Hubbard  tank  is  ideal  for  this  purpose;  one 
is  now  in  use  at  the  Children’s  Hospital. 

Massage  is  of  proven  value.  At  all  times 
it  should  be  gentle  as  vigorous  massage  may 
readily  aggravate  an  inflamed  joint.  The 
strokes  should  be  in  the  direction  of  the  ve- 
nous flow,  twenty  to  the  minute,  for  a ten- 
minute  period.  Oil  of  wintergreen  or  Imadyl 
Unction  may  be  used  as  a counter-irritant. 

3.  Orthopedic  Aids.  A cardinal  prin- 
ciple in  the  treatment  of  arthritis  should  be 
proper  rest  and  protection  to  the  affected 
joints.  Many  patients  have  developed  severe 
contractures  in  bed  solely  because  adequate 
protection  to  irritated  joints  was  not  af- 
forded. Light  plaster  splints  are  a most  effec- 
tive means  of  accomplishing  this  protection. 
They  can  be  used  to  greatest  advantage  for 
the  hands,  knees  and  feet.  The  tendency  of 
the  arthritic  hand  is  to  develop  flexion  de- 
formity with  ulnar  deviation.  This  can  or- 
dinarily be  successfully  counteracted  bv  the 
use  of  a light  palmar  splint  extending  from 
just  below  the  elbow  to  the  tips  of  the  fingers. 
This  is  made  with  one  roll  of  plaster  laid 
over  a thin  felt  strip,  a hole  being  cut  around 
the  thumb.  When  dry  the  edges  are  trimmed 
with  adhesive  tape. 

A noteworthy  use  of  plaster  is  in  the  cor- 
rection and  prevention  of  deformities  affect- 
ing the  knees.  In  those  cases  where  flexion 
deformities  are  already  present  it  is  possible 
to  obtain  normal  or  nearly  normal  extension 
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Miss  Y : age  45,  rheumatoid  arthritis,  12  years 
duration.  Has  not  walked  for  four  years.  Before 
shells  were  applied,  there  was  a permanent  flexion 
deformity  of  both  knees  of  75  degrees.  The  illus- 
trations, from  above  downward,  indicate  the  man- 
ner in  which  this  deformity  is  being  corrected. 
The  second  and  fourth  pictures  illustrate  the 
process  of  wedging.  She  is  now  wearing  her  ninth 
set  of  shells,  and  will  soon  he  allowed  up.  She 
retains  90  degrees  motion  in  both  knees.  The 
flexion  deformity  at  present  is  25  degrees,  nine 
months  after  the  first  shells  were  applied. 


by  a series  of  bi-valvecl  knee  shells  made 
about  a month  apart.  The  patient  sleeps  with 
the  shells  holding  the  knees  in  extension.  As 
the  spasm  and  inflammation  subside  in  the 
irritated  joint  a gain  in  extension  invariably 
takes  place. 

Wedging  plaster  shells  are  helpful  in 
hastening  extension  in  knee  joints  where  con- 
siderable flexion  deformity  is  present.  The 
extension  gained  by  wedging  is  held  by  the 
immediate  application  of  a new  set  of  bi- 
valved  shells.  The  extremities  should  be  re- 
moved from  the  shells  at  least  twice  a day 
for  exercise  and  massage. 

During  the  past  fifteen  years  the  ortho- 
pedic surgeon  has  been  giving  more  attention 
to  operative  manoeuvres  calculated  to  restore 
in  some  measure  function  to  badly  diseased 
arthritic  joints.  In  the  hands  of  experts 
favorable  results  are  possible  in  perhaps  fifty 
per  cent  of  the  cases.  The  most  satisfactory 
operative  work  is  achieved  on  the  ankylosed 
elbow.  A noteworthy  recent  advance  in  sur- 
gery of  the  arthritic  hip  is  the  vitallium  mold 
operation  devised  by  Smith-Petersen/' 

4.  Diet.  A variety  of  dietary  regimes 
have  been  advanced  as  having  some  beneficial 
influence  on  the  course  of  chronic  arthritis. 
T do  not  believe  there  is  such  a thing  as  a 
diet  for  arthritis,  except  as  it  seems  reason- 
able to  advise  the  patient  to  include  in  his 
dietary  an  ample  supply  of  fresh  fruits  and 
vegetables  and  other  vitamin  containing 
foods.  I am  inclined  to  favor  some  restric- 
tion in  carbohydrate  intake  although  T know 
of  no  convincing  proof  that  this  type  of  food 
is  not  well  tolerated  by  the  arthritic.  A low 
calorie  diet,  adequate  in  other  particulars, 
for  the  purpose  of  weight  reduction,  is  cer- 
tainly effective  in  bringing  some  relief  to 
patients  suffering  in  the  weight-bearing 
joints,  especially  the  knees.5 6 

5.  Dr  tjgs.  Gold  has  provoked  more  in- 
terest in  the  treatment  of  arthritis  in  late 
years  than  any  other  drug.  While  no  one 
drug  seems  to  enjoy  the  favor  of  serious  stu- 
dents of  the  disease  for  long,  as  time  goes 
more  authorities  appear  to  recognize  in  gold 
a drug  which  does  seem  to  have  the  faculty 

of  altering  the  nature  of  the  disease.  Dr. 
AT.  H.  Dawson  of  Columbia,  long  an  able  and 
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conservative  student  of  arthritis,  writes : “I 
can  quite  confidently  state  that  it  is  the  only 
single  therapeutic  measure  which  I have  yet 
encountered  which  actually  influences  the 
course  of  the  disease.”  7 Key  of  St.  Louis, 
another  competent  observer,  writes : “We  be- 
lieve that  treatment  with  gold  salts  is  particu- 
larly applicable  to  early  cases  of  prolifera- 
tive arthritis  and  that  by  its  use  it  may  be 
possible  to  arrest  the  disease  before  severe 
and  permanent  crippling  has  developed.”  8 

Gold  was  first  used  for  the  treatment  of 
arthritis  by  Forestier  in  France.  He  has  used 
it  continuously  since  1928.  Other  workers 
were  slow  to  take  it  up  because  of  its  toxic 
reactions.  British  investigators9  have  reported 
favorably  on  the  use  of  gold  although  there 
were  seven  deaths  in  a series  of  900  cases.  I 
reported  the  first  study  on  gold  therapy  for 
arthritis  in  this  country  in  1936  and  at  that 
time  stated  that  the  toxicity  of  the  drug  was 
such  that  it  was  of  doubtful  value.10  Sub- 
sequently I reduced  the  dosage  and  now  be- 
lieve that  it  may  be  used  with  safety  if  the 
various  reactions  to  it  are  kept  in  mind.  It 
should  be  discontinued  at  the  first  sign  of 
toxicity.  I am  using  Myochrysine  (Merck  & 
Co.),  and  have  used  this  preparation  since 
1934.  While  possibly  more  toxic  than  other 
gold  compounds  it  nevertheless  seems  to  be 
the  most  effective.  It  is  now  obtainable  in 
10  and  25  milligram  ampoules  but  prior  to 
this  year  it  could  be  had  only  in  50  and  100 
milligram  ampoules.  I never  use  a dose 
larger  than  25  milligrams. 

Gold  is  administered  intramuscularly, 
preferably  in  the  gluteal  region.  I begin  with 
the  10  milligram  dose,  using  the  25  mini- 
gram ampoule  thereafter  if  no  reaction  de- 
velops. I formerly  employed  100  milligram 
doses  but  now  believe  this  amount  is  too  large. 
One  course  of  treatment  consists  of  12  in- 
noculations  following  which  there  is  a 
month’s  vacation.  A second  or  third  course 
may  be  given.  The  sedimentation  rate  seems 
to  be  influenced  in  a very  real  way  by  gold 
therapy.  It  is  the  only  drug  which  I am  ac- 
quainted with  that  accomplishes  this  change. 

We  have  been  using  gold  in  the  arthritis 
clinic  at  the  Children’s  Hospital  for  more 
than  a year.  There  have  been  toxic  reactions 
but  most  of  them  have  been  quite  mild.  One 

Continued 


patient  developed  an  exfoliative  dermatitis 
and  was  confined  to  his  house  for  two  months. 
Notwithstanding,  after  the  reaction  cleared 
he  improved  greatly  and  wanted  more  gold 
therapy.  The  most  striking  improvement  was 
seen  in  a woman,  aged  37,  who  was  forced  to 
use  a wheel  chair  when  she  first  visited  the 
clinic.  Her  weight  was  100  pounds.  An 
early  case,  of  five  months’  duration,  there 
was  already  definite  flexion  deformity  of  both 
knee  joints  and  she  was  confined  to  her  room. 
Subsequent  to  the  institution  of  gold  therapy, 
within  one  month  her  symptoms  began  to  re- 
gress and  in  seven  months  she  had  gained 
20  pounds,  recovered  the  full  use  of  her 
joints  and  married! 

Suplnir  therapy  can  be  dismissed  briefly. 
A popular  form  of  treatment  with  many 
physicians,  it  is  probably  of  no  value  what- 
ever as  a therapeutic  agent  in  arthritis.  It 
has  recently  been  shown  by  the  Rackham 
Arthritis  Research  Unit  at  Ann  Arbor,  that 
there  is  “no  biochemical  or  metabolic  indica- 
tion of  need  for,  or  benefit  from,  sulphur 
medication  in  the  treatment  of  rheumatoid 
arthritis.”  11 

My  own  experiences  with  various  types  of 
vaccine  therapy  have  been  uniformly  disap- 
pointing. No  agreement  exists  on  the  ration- 
ale or  technique  of  vaccine  therapy  and  this 
alone  strongly  suggests  the  uncertainty  sur- 
rounding this  type  of  treatment.  After  hav- 
ing administered  vaccines  to  several  hundred 
patients  I have  to  report  that  I have  never, 
to  my  own  satisfaction,  seen  a single  indi- 
vidual whom  I felt  was  really  helped  by  this 
sort  of  treatment. 

6.  Psychotherapy.  I would  prefer  to 
speak  of  this  as  “encouragement  therapy”. 
It  is  of  the  utmost  importance  in  treating 
arthritis,  especially  those  with  advanced 
lesions,  to  give  the  patient  hope  and  confi- 
dence in  the  future.  It  is  not  desirable  or 
necessary  to  make  loose  promises  nor,  on  the 
other  hand,  to  close  the  avenue  to  future 
betterment  with  remarks  on  the  inefficacy  of 
any  kind  of  treatment.  I have  used  normal 
saline  injections  for  several  years  with  bene- 
fit to  selected  patients,  especially  those  who 
show  little  objective  evidence  of  arthritis.  A 
well-rounded  therapeutic  program,  however, 
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The  Modern  Prognosis  and  Therapy  of  Schizophrenia  (Dementia 
Praecox)  from  the  Standpoint  of  the  General  Practitioner 

By  Andre  A.  Weil,  M.  D.,  Augusta  State  Hospital,  Augusta.  Maine 


In  tlie  United  States  about  1%  of  the 
whole  population,  nearly  1,300,000,  are  in- 
capacitated at  any  one  given  time  because  of 
some  form  of  mental  illness  or  mental  handi- 
cap. The  cost  for  caring  for  the  Yz  million 
hospitalized  patients  alone  amounts  to  more 
than  $166,000,000  annually.  These  patients 
occupy  47  % °f  all  hospital  beds  in  the  United 
States1.  Uoyes  assumes  that  from  15  to  20% 
of  the  first  admissions  in  our  hospitals  for 
mental  diseases  are  cases  of  schizophrenia. 
But  in  reality,  more  than  60%  of  the  popu- 
lation of  State  Hospitals  are  made  up  of 
schizophrenics,  due  to  the  chronic  trend  of  the 
disease2.  In  other  countries  it  is  not  much 
better.  In  Germany,  for  instance,  among 
270,000  mental  patients,  nearly  190,000  are 
schizophrenics3.  Dementia  Praecox  affects, 
by  no  means,  only  the  white  race.  For  in- 
stance, among  the  mental  cases  in  lava  77% 
are  schizophrenics,  and  in  the  Transcaspic 
region  more  than  65%  are  schizophrenics4. 

These  few  figures  suffice  to  show  the  medi- 
cal and  economic  problem  of  Dementia 
Praecox. 

Unfortunately,  it  is  assumed  in  unprofes- 
sional, and  very  often  in  professional  circles, 
that  the  problem  of  schizophrenia  is  for  the 
psychiatrist  alone.  This  very  wrong  concep- 
tion is  probably  the  chief  reason  why  so  many 
questions  regarding  schizophrenia  remained 
unanswered  for  such  a long  time.  The  gen- 
eral practitioner  is  many  times  the  first  to 
deal  vdth  the  very  early  cases  and  sometimes 
with  the  so-called  “latent”  cases.  On  his  cor- 
rect diagnosis  and  prognosis  may  depend  very 
much ; for  example,  the  quick  application  of 
a proper  therapy.  We  shall  see  in  the  course 
of  this  paper  that  quick  application  of 
therapy,  in  many  cases,  may  be  of  decisive 
importance  in  the  outcome.  On  the  physi- 
cian’s correct  diagnosis — and  also  on  his 
clearly  seen  prognosis — may  depend  also 
quite  different  things : the  welfare  of  the  pa- 
tient’s whole  family  and  even  the  life  and 
health  of  others  in  his  environment. 

The  early  symptoms  of  schizophrenia  are 


doubtlessly  well  known  in  this  country  to 
every  general  practitioner.  The  “latent” 
schizophrenic  cases,  it  is  true,  are  much  more 
difficult  to  diagnose,  and  the  general  prac- 
titioner should  not  hesitate  in  all  uncertain 
cases  to  submit  the  patient  to  a specialist. 

First,  a few  words  about  the  prognosis  of 
schizophrenia.  We  have  to  note  here  briefly 
that  the  prognosis  of  untreated  schizophrenic 
patients  is  made  much  more  favorable  in  all 
cultured  countries  today  than  it  was  30  years 
ago.  We  know  today  that  a schizophrenic 
attack  may  take  three  different  courses. 
Roughly  speaking : 1 . It  may  heal  up  more 
or  less  completely  but  may  manifest  itself 
after  months  or  even  years  in  a new  attack ; 

2.  The  patient  may  recover  after  one  single 
attack  and  stay  recovered  for  his  whole  life- 
time (ideal  case  of  a spontaneous  remission)  ; 

3.  The  process  can  take  a chronic  course 
from  the  beginning  to  its  end.  Obviously,  it 
is  interesting  to  the  practioner  to  know  which 
cases  have  a tendency  towards  a spontaneous 
remission  and  how  the  numerical  situation 
stands.  The  answer  to  such  a question  which 
can  lie  based  only  on  many  statistics,  seems  at 
first  difficult  to  find.  Tt  should  be  under- 
stood that  schizophrenia  does  not  mean  a uni- 
form disease,  but  rather  a group  of  diseases. 
Tt  should  also  be  realized  that  the  diagnosis 
of  schizophrenia,  especially  regarding  border 
cases,  is  not  the  same  in  all  countries  and  that 
the  meaning  of  the  term  “remission”  varies 
widely.  Thus  it  may  be  explained  why  vari- 
ous experts  obtain  different  percentages  for 
spontaneous  remissions.  Hoyes2,  for  in- 
stance, assumes  that  30%  of  schizophrenic 
patients  after  the  first  attack,  enjoy  a com- 
paratively complete  spontaneous  remission  if 
they  have  not  been  ill  more  than  six  months. 
When  the  modern  American  and  European 
bibliography  is  surveyed,  one  can  figure  out 
about  28%  spontaneous  remissions  (results 
of  15  different  authors). 

Which  cases  have  a tendency  toward  spoil- 
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taneous  remission  ? In  spite  of  the  difficulties 
which  are  met  in  answering  such  a question, 
we  have  today  quite  definite  directions  which 
give  valuable  hints  to  the  general  practitioner. 
We  follow  the  guiding  principles  of  the  Swiss 
psychiatric  school  (Bleuler5  and  Miiller6). 

( A ) Prognosis  when  the  first  attach  is 
observed:  Unfavorable  for  the  prognosis  of 
spontaneous  remission  are  all  hebephrenic, 
late  catatonic  and  dementia  simplex  cases; 
unfavorable  also  are  all  slow-paranoid  cases. 
Prognosis  is  also  unfavorable  when  a history 
is  obtained  of  a pre-psychotic  schizophrenic 
way  of  behavior,  especially  when  combined 
with  asthenic  physical  make-up  ; also  unfavor- 
able for  the  prognosis  is  the  fact  when  psycho- 
genic-reactive trends  are  retreating  in  the 
picture  of  the  psychosis.  For  the  favorable- 
prognosis  are  acute  catatonic  cases.  Also,  all 
pyknic  parts  of  the  whole  make-up  improve 
the  prognosis.  Here  we  refer  to  the  presence 
of  many  psychogenic-reactive  trends  which 
are  characteristic  of  the  pyknic.  On  the 
whole,  the  more  the  psychotic  picture  resem- 
bles the  manic  or  melancholic,  the  better  the 
prognosis. 

(B)  Prognosis  after  the  first  attach: 
Good  remissions  after  previous  onsets  lead  us 
to  expect  a fair  improvement  for  this  attack. 
When  the  patient  gets  over  the  critical  third 
attack,  we  may  feel  reasonably  sure  that  he 
will  never  suffer  from  a complete  deteriora- 
tion. Of  course,  in  all  cases  which  show,  even 
after  the  first  attack,  a distinct  deterioration 
of  intelligence,  we  may  look  for  an  unfavor- 
able prognosis. 

Summarizing:  70%  of  all  patients  af- 

fected with  schizophrenia  do  not  enjoy  any 
remission  worth  mentioning.  And  here  our 
therapeutic  possibilities  have  to  be  applied. 
During  the  last  years  thousands  of  experi- 
ments in  this  direction  have  been  tried,  which 
have  to  a certain  extent  been  reported  in  the 
bibliography — and  to  a probably  greater  ex- 
tent have  not  been  reported.  But  only  the 
insulin  shock  treatment910,  the  Metrazol 
shock  therapy12,  and  the  so-called  prolonged 
narcotic  treatment14  have  been  thoroughly 
tried  on  a great  number  of  patients.  Finally, 
the  collective  (occupational  treatment)15  and 


individual  psychotherapies  are  an  auxiliary 
which  we  cannot  neglect. 

In  the  insulin  shock  therapy  (Sakel’s 
Method)  we  give  every  day  except  Sunday 
for  three  or  four  months  insulin  doses  varying 
between  20  and  300  units  which  cause  the 
patient  to  have  deep  comas  (“shocks”). 
Exact  knowledge  of  the  physiologic  and  the 
pathologic  effects  of  insulin  is  essential  for 
the  correct  performance  of  this  treatment. 
Because  the  physician  must  stay  with  the  pa- 
tient during  the  whole  hypoglycemic  period 
which  lasts  the  entire  morning,  tins  new  and 
strongest  weapon  in  the  fight  against  schizo- 
phrenia is  not  suitable  for  general  practice. 
Nevertheless,  today  every  general  practi- 
tioner should  know  when  this  new  treatment 
can  be  utilized,  and  when  not,  because  it  is 
usually  the  general  practitioner  who  lias  to 
give  the  patient’s  relatives  the  first  prognosis. 

First  of  all,  cases  in  which  the  duration  of 
the  illness  has  not  been  for  more  than  six 
months  are  favorable.  Conservation  of  the 
affectivity  is  an  important  factor.  Older 
cases  have  a good  outlook  when  the  affectivity 
is  well  preserved  and  when  there  was  a 
former  tendency  towards  spontaneous  remis- 
sions16. But  the  prognosis  is  rendered  un- 
favorable (contrary  to  the  spontaneous  prog- 
nosis!) when  psychogenic  trends  (neurotic 
symptoms)  are  present16.  Also  unfavorable 
are  many  manic-depressive  features  in  the 
content  of  the  schizophrenic  psychosis ; yet, 
even  euphoric-hypomanic  features  are  com- 
mon in  hypoglycemic  states7.  However,  of 
all  psychoses  with  duration  up  to  one  year, 
the  paranoids  have  the  best  prognosis ; in 
second  place  are  the  catatonic  excitement 
states1  ‘ * Unfavorable  prognosis  may  be 
made  in  all  hebephrenic  cases  and  in  cases 
where  the  patient  is  over  30  years  of  age17. 

Unfortunately  there  are  a number  of  cases 
which  cannot  be  treated  because  of  physical 
reasons,  in  spite  of  a promising  psychic  con- 
stellation. These  are  juvenile  hypertonia, 
status  thymo-lymphaticus,  active  tuberculosis, 
all  diseases  of  the  liver,  and  Basedow’s 
D isease.  Absolutely  contraindicated  for  treat- 
ment are  all  cases  with  angina  pectoris  and 
coronary  sclerosis18 1S.  In  general,  we  are 
very  cautious  in  the  treatment  of  patients 
older  than  42  years. 
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What  can  be  done  with  the  treatment? 
Statistics  compiled  from  nineteen  hospitals 
in  New  York  State  embracing  1,757  cases 
are  given  in  the  following  figures19  and  fig- 
ures of  a control  group  consisting  of  1,039 
first  admissions  to  the  New  York  State  Hos- 
pital who  did  not  receive  any  form  of  shock 
treatment19 : 

Re-  Much 

covered  Imp.  Imp.  Unimp.  Died 

Insulin  Group : 11.1%  26.5%  26%  35.2%  1.1% 

Control  Group : 3.5%  11.2%  7.4%  73.3%  4.6% 

Statistics  which  we  have  compiled  from  14 
authors  in  Europe,  the  United  States  and 
Japan  in  which  are  included  2,911  insulin- 
treated  patients  give  nearly  the  same  picture : 
recovered  and  much  improved,  37.3%  ; im- 
proved, 25.3%  ; unimproved  and  died,  37.8%. 

Here,  however,  we  must  take  into  con- 
sideration the  fact  that  in  the  figures  are  in- 
cluded chronic  cases.  As  mentioned  above, 
the  earlier  the  patient  comes  for  treatment, 
the  better  the  prognosis.  A whole  series  of 
authors8  20  have  figured  more  than  80%  of 
full  remissions  in  cases  where  the  psychoses 
were  of  no  more  than  six  months’  duration. 
The  outcome  of  the  treatment  is  very  ques- 
tionable when  the  patient  has  manifested 
psychotic  symptoms  for  more  than  two  years. 
Insulin-treated  cases  who  are  released  with 
only  an  incomplete  remission,  sometimes 
show  a sudden  improvement  later  without 
any  further  treatment  (“late  ripening”)'. 
The  possibility  of  such  a “late  ripening” 
should  always  be  considered  very  carefully 
by  the  general  practitioner  because  he  is  fre- 
quently questioned  by  the  patient’s  relatives 
who  were  not  satisfied  with  the  result  of  the 
insulin  shock  treatment.  The  occurrence  of  a 
relapse  should  not  he  denied  even  when  the 
insulin  shock  treatment  was  performed  prop- 
erly. The  time  has  not  as  yet  come  when  we 
can  give  exact  figures  about  the  relapses. 
Humanly  speaking,  every  week  which  the 
patient  can  spend  outside  of  a mental  hos- 
pital is  considered  to  be  of  great  value.  After 
all,  we  are  not  afraid  to  give  a new  insulin 
treatment  immediately  in  case  of  eventual 
relapse.  In  such  cases  we  have  usually  seen 
good  results  after  the  second  course  of  treat- 
ment. The  mortality  of  the  insulin-shock 
therapy,  on  the  whole,  according  to  Strec-ker21 
is  1%. 

Speaking  of  the  real  effect  of  the  insulin 


shock,  we  are  sorry  to  confess  that  we  have 
at  present  accomplished  nothing  other  than  a 
series  of  theories  and  a number  of  interest- 
ing physiological  and  psychological  state- 
ments. Nevertheless,  the  insulin-shock  ther- 
apy is  at  the  present  time  the  method  of 
treatment  in  nearly  all  recent  cases  of  demen- 
tia praecox  because  we  do  not  have  any  better 
treatment. 

Another  kind  of  treatment  has  come  into 
competition  with  the  insulin-shock  therapy 
which  is  especially  distinguished  by  a greater 
simplicity  of  the  method  : the  Metrazol  treat- 
ment by  Meduna12.  Meduna  based  his 
treatment  on  the  fact  that  there  is  antagonism 
between  schizophrenia  and  epilepsy,  ana- 
tomically, physiologically  and  psychologi- 
cally. So,  he  tried  to  produce  artificial 
epileptic  seizures  to  cure  schizophrenia.  By 
this  method  there  is  introduced  into  the 
patient’s  circulation  (intravenously)  a 10% 
solution  of  Metrazol  within  the  shortest  pos- 
sible time.  The  starting  doses  vary  between 
three  and  five  ccm.  Immediately  after  the 
Metrazol  injection  heavy  tonic-clonic  convul- 
sions occur  which  are  preceded  by  cough.  If 
a typical  epileptic  seizure  occurs,  the  patient 
will  open  his  mouth  for  eight  to  ten  seconds. 
During  that  time  the  physician  must  put  a 
rubber  tube  wrapped  in  gauze  into  the  pa- 
tient’s mouth  so  that  he  will  not  bite  his 
tongue.  After  a short  time  the  tonic-clonic 
convulsions  slacken  and  the  seizure  ends  with 
a more  or  less  long  apnoea  combined  with  a 
deep  cyanosis.  Lobelin  should  be  in  reserve 
for  eventual  blockage  of  respirations.  If  epi- 
leptic seizures  do  not  occur,  a further  injec- 
tion with  1 ccm.  more  than  the  original  dose 
should  be  given13.  Sub-convulsive  or  “petit 
mal”  doses  are  not  desired  because  they  have 
a bad  effect  on  the  patient’s  psychic  condition. 
During  the  convulsion,  abduction  of  the 
limbs  should  be  avoided  and  caution  should 
be  taken  to  prevent  locking  of  the  jaws.  On 
the  average,  three  injections  should  lie  given 
in  one  week.  The  patient  should  be  treated 
till  a maximum  improvement  or  remission 
can  be  seen.  It  is  believed,  however,  that 
three  or  four  additional  seizures  should  be 
induced  to  prevent  the  possibility  of  a re- 
lapse. We  stop  the  treatment  after  about  25 
grand  mal  seizures  if  we  do  not  notice  any 
improvement. 
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The  contraindications  for  the  Metrazol 
treatment13  are  organic  cardiovascular  dis- 
eases, acute  febrile  illness,  pregnancy,  active 
tuberculosis  and  abnormalities  of  the  blood 
or  urinary  constituents  determined  by  com- 
plete laboratory  examinations.  Great  precau- 
tion should  be  taken  when  there  is  a history 
of  severe  intracranial  injury,  sero-positive 
syphilis,  latent  tuberculosis,  or  with  those 
patients  who  have  previously  remained  in 
bed  for  a long  time  (basis  for  fracture  due  to 
osseous  changes). 

Although  Friedman  and  Medium13  have 
figured  that  from  2,037  international  cases 
1,737  (25.09%)  have  full  remissions,  the 
results  compiled  by  the  Mew  York  Civil  State 
Hospitals10  are  not  so  promising  as  the  insulin 
shock  results.  There  are  also  reported  many 
in  j nries  during  treatment,  especially  vertebral 
fractures23  24.  Many  patients  do  not  show  the 
desired  retrograde  amnesia  for  the  pre-con- 
vulsive  phases,  but  are  filled  with  panic  for 
days  and  even  weeks.  Many  speak  of  an  out- 
spoken “death  experience. ” Many  patients 
who  show  distinct  improvement  during  the 
treatment,  relapse  very  easily  later  into  their 
former  psychosis. 

We  make  use  of  the  Metrazol  treatment 
only  as  proposed  by  G corgi 23  and  Braun- 
miihl10 ; i.  e.,  we  use  the  Metrazol  shock  only 
to  support  the  insulin-shock  therapy  in  ob- 
stinate catatonic  states.  Especially  valuable 
here  is  the  summation  method2"  where  Metra- 
zol convulsions  are  produced  on  a hypo- 
glycemic basis;  thus  the  psychic  shock  of  the 
Metrazol  method  can  be  avoided.  In  this 
case,  smaller  doses  of  Metrazol  solution  may 
be  used. 

Nevertheless,  we  must  admit  that  there 
are  found  old  cases,  especially  catatonics,  who 
are  benefited  more  by  Metrazol  than  by 
insulin.  The  general  practitioner  can  per- 
form such  a treatment  once  in  a while  in 
juvenile  catatonic  patients ; but  it  is  neces- 
sary that  the  physician  stay  for  about  a half- 
hour  with  the  patient  after  the  convulsion  is 
over  (collapses!),  and  it  is  also  necessary 
that  the  patient  remain  under  supervision 
for  the  remainder  of  the  day.  With  the 
Metrazol  treatment,  a better  prognosis,  also, 
may  be  made  if  the  patient  is  started  soon 
after  the  onset  of  his  psychosis13. 

Good  results  can  also  be  seen  sometimes  in 


another  treatment  for  schizophrenia  which 
was  used  especially  in  Europe  and  invented 
there  by  Klaesi14:  that  is  the  treatment  with 
prolonged  narcosis.  With  this  treatment  the 
acute  excited  catatonic  patients  and  also  the 
excited  hebephrenic  patients  sometimes  react 
very  favorably20.  Results  can  sometimes  be 
seen  when  old  chronic  schizophrenic  cases 
are  treated,  especially  in  regard  to  their 
“frozen”  asocial  habits. 

In  prolonged  narcosis  treatment,  the  pa- 
tient is  kept  for  eight  to  ten  days  in  a narcosis 
which  is  produced  by  enteral  and  parenteral 
drugs,  like  Dial,  Somnifen,  Cloetal,  and 
Sodium  Amytal.  During  the  state  of  nar- 
cosis, patient  is  given  nourishment  by  drop 
enemas.  Narcosis  treatments  are  somewhat 
dangerous  and  can  be  performed  only  in  a 
special  hospital  with  a trained  staff. 

It  goes  without  saying  that  all  mentioned 
physical  treatments  must  be  supported  by  a 
proper  psychotherapy.  The  aim  of  this 
psychotherapy  is  to  bring  the  patient  out  of 
his  autism.  Much  is  gained  when  a “trails- 
ference”  is  produced  between  the  patient  and 
the  physician.  Soon  the  patient  will  assume 
further  relations  with  other  environments. 
One  of  such  further  relationships  to  reality 
which  the  patient  has  to  gain  is  interest  and 
pleasure  in  his  work.  Finally  the  physician 
must  make  certain  that  the  patient  desists, 
after  a certain  time,  from  his  delusional 
ideas.  Therefore,  it  is  necessary  to  [ell  the 
patient  what  is  wrong  in  his  ideas  and  per- 
ceptions; but  that  should  not  be  done  too 
early. 

Whether  a completely  developed  schizo- 
phrenia can  be  treated  only  by  psychotherapy 
is  a question  on  which  experts  disagree. 
Probably  a reasonable  individual  and  collec- 
tive psychotherapy  may  make  the  mechanism 
of  the  self-healing  easier.  It  should  be  re- 
membered that  a neurotic  patient  suffers 
from  a too  great  “repression”  while  the 
schizophrenic  has  not  enough  “repression”0. 
Many  levels  of  the  subconscious  which  make 
the  vital  nucleus  of  the  personality  are  forced 
open  in  a schizophrenic  case.  Therefore, 
every  treatment  should  be  avoided  which  may 
promote  any  further  eruption  of  the  subcon- 
scious. Freud  himself  declares  that  a psycho- 
analytic treatment  for  schizophrenic  patients 
is  not  usually  suitable27.  Too  early  question- 
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iug  and  speaking  of  psychotic  symptoms  may 
be  followed  by  severe  relapses.  From  the 
same  point  of  view,  it  may  be  considered  as 
absolutely  dangerous  to  perform  any  hyp- 
notic treatments  on  these  patients. 

Without  any  doubt  today  we  are  in  the 
beginning  of  the  treatment  of  schizophrenia. 
Xeitlier  insulin,  Metrazol  therapy,  or  occu- 
pational therapy  is  a sufficient  medical 
answer  to  the  diagnosis  of  schizophrenia. 
Assiduity,  activity,  and  sacrifice  have  brought 
this  difficult  problem  nearer  a solution  during 
the  last  few  years.  We  cannot  hesitate  to 
assume  that  such  powers  will  sometime  bring 
the  definite  solution. 

The  author  received  personal  experience  in 
all  above  described  therapies  in  the  Kantonal 
Institution  for  Care  and  Treatment,  Mun- 
singen,  Switzerland  (Superintendent,  P.-D. 
Dr.  Wax  Midler)  during  1037  and  1938. 
From  this  experience,  the  author  prefers  the 
insulin-shock  treatment  to  all  methods.  ISText 
to  Vienna  it  was  this  hospital  which  was  the 
starting  place  for  this  new  and  promising 
kind  of  treatment. 

Favorable  results  of  a large  number  of 
insulin-treated  cases  by  Dr.  Muller  induced 
the  author  to  recently  introduce  this  treat- 
ment in  the  Augusta  State  Hospital  under 
the  supervision  of  Forrest  C.  Tyson,  M.  D., 
Superintendent.  Here  among  six  schizo- 
phrenic cases,  five  of  which  are  still  under 
treatment,  two  show  a distinct  improvement 
ancl  two  a slight  improvement.  In  one  case 
the  treatment  has  been  brought  to  an  end  and 
at  present  the  patient  enjoys  considerable 
improvement. 

Summary 

Schizophrenia  is  not  only  a problem  for 
the  psychiatrist  but  for  the  general  practi- 
tioner as  well.  The  quick,  correct  diagnosis 
and  the  resulting  prognosis  may  be  of  great- 
est importance  to  the  patient  as  well  as  to  his 
environment.  A few  simple  hints  are  given 
regarding  the  prognosis  of  dementia  praecox, 
especially  as  it  pertains  to  spontaneous 
remissions. 

In  spite  of  the  28%  spontaneous  remis- 
sions, there  remain  a great  number  of  pa- 
tients who  need  therapy.  Here  especially,  the 
insulin-shock  therapy  (Sakel's  Method)  has 


shown  the  best  results.  This  method,  how- 
ever, is  not  advisable  for  use  by  the  gen- 
eral practitioner;  yet  he  must  know  when  it 
may  be  used  and  when  not.  The  knowledge 
of  Mate  ripening”  and  eventual  relapses  is 
important  to  him. 

Metrazol  therapy  has  not  shown  as  good 
results  as  have  been  seen  in  the  insulin-shock 
therapy.  Also,  for  other  reasons  (fractures, 
“death-fear”  in  Metrazol  shock)  the  insulin- 
shock  therapy  is  preferable.  It  must  be  ad- 
mitted, however,  that  in  some  cases,  espe- 
cially juvenile  stuporous  catatonics,  the 
Metrazol  therapy  may  be  more  valuable;  also 
it  is  possible  for  tins  method  to  be  performed 
by  the  general  practitioner.  After  briefly 
mentioning  the  treatment  with  prolonged 
narcosis,  a few  fundamental  principles  are 
given  for  individual  and  collective  psycho- 
therapy of  schizophrenia  as  far  as  they  are 
important  to  the  general  practitioner. 
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requires  time,  patience,  perseverance  and  op- 
timism as  well  as  a wide  ang'led  approach 
toward  the  reconstruction  and  restoration  of 
the  patient’s  “physiological  equilibrium.” 
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Patch  test  for  children — One  hundred 
and  sixtv-nine  children  at  Sea  View  Hospi- 
tal, Staten  Island,  Hew  York,  were  given  the 
Mantoux  intracutaneous  tuberculin  test  to- 
gether with  the  tuberculin  patch  test  and  it 
was  found  that  only  one  failed  to  react  to  the 
patch  test  who  reacted  positively  to  the  Man- 
toux test.  One  hundred  and  eighteen  addi- 
tional children  were  tested  in  the  pediatrics 
service  at  Mount  Sinai  Hospital  in  Hew  York 


and  the  Mantoux  test  revealed  no  case  which 
had  not  been  discovered  by  the  patch  test. 
The  value  of  the  patch  test  for  young  children 
appears  to  be  firmly  established  and  it  has 
the  additional  advantages  that  it  never  pro- 
vokes a general  reaction  and  never  frightens 
either  the  children  or  the  parents. — Voll- 
mer,  H.,  and  Goldberoer,  E.  W.,  Amer. 
Jour.  Diseases  of  Children,  Sept.,  1938. 
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A Critical  Evaluation  of  Skin  Tests  in  Allergy 

By  Angelo  L.  Maietta,  M.  DA,  Winchester,  Massachusetts 


Charles  Harrison  Blackley  in  1873  was  the 
first  to  demonstrate  skin  tests  as  a diagnostic 
method  for  determining  an  offending  aller- 
gen. Since  then,  skin  tests  have  formed  the 
backbone  of  allergy.  They  are  the  dramatic 
part  of  the  picture  and  have  given  to  allergy 
the  impetus  of  its  popularity. 

The  object  of  the  skin  test  is  to  demon- 
strate that  the  patient  reacts  to  some  foreign 
substance  in  a way  different  than  normal 
individuals.  The  foreign  substances  or  aller- 
gens employed  for  testing  purposes  must 
possess  two  qualities1 ; first,  that  they  are  non- 
irritating to  normal  persons,  and  second,  that 
they  must  be  active  and  show  specific  reac- 
tions in  persons  sensitive  to  them. 

Briefly  let  us  consider  the  different  meth- 
ods of  doing  skin  tests.  The  first  one  and  the 
simplest  one  is  the  scratch  test.  By  simply 
placing  the  allergen  on  the  skin  and  making 
a superficial  scratch  through  it,  the  test  is 
done.  Many  scratch  tests  can  be  done  at  one 
sitting  because  this  method  is  very  safe. 
However,  they  leave  telltale  marks  and  occa- 
sionally bloody  areas.  Also,  they  are  some- 
what painful.  Hext,  there  is  a new  test  that 
I have  nsed  extensively  — the  multiple 
epidermal  puncture  test2.  This  method  allows 
the  placing  of  the  allergen  on  the  skin  and 
making  ten  to  twelve  epidermal  punctures 
through  the  material  directly  into  the  epider- 
mis. The  advantages  of  this  method  are  that 
it  does  not  draw  blood,  does  not  leave  telltale 
scars,  is  not  painful,  and  is  very  sensitive. 
It  is  also  safe;  a large  number  can  be  per- 
formed at  one  sitting.  Another  method  is  the 
intradermal  test.  The  intracutaneous  technic 
consists  in  placing  a small  amount  of  a known 
concentrated  allergen  in  solution  between  the 
layers  of  the  skin.  This  method  is  very  sensi- 
tive and  also  dangerous.  Only  a few  tests  are 
indicated  at  one  time.  Another  diagnostic 
method  is  the  patch  test.  This  is  primarily 
the  dermatologists’  contribution  to  allergy. 
The  material  to  be  tested  is  placed  on  an  ad- 
hesive gauze  patch  and  left  in  contact  with 
the  skin  for  twenty-four  to  forty-eight  hours. 


A modification  of  this  test  is  the  patch  abra- 
sion3 method  which  consists  in  first  making; 
an  abrasion  on  the  skin  and  then  applying 
the  patch  test  material  over  it. 

The  choice  of  method  is  important.  Either 
scratch  tests  or  multiple  epidermal  punctures 
should  be  preferred.  In  a highly  sensitive 
patient,  intradermal  tests  are  very  dangerous, 
oftentimes  producing  anaphylatic  symptoms. 
A good  rule  to  follow  is  to  do  the  scratch  tests 
first,  then,  if  they  prove  unsatisfactory,  a few 
intradermal  tests  are  in  order.  The  patch  test 
is  limited  to  dermatological  conditions,  prin- 
cipally eczema,  contact  dermatitis,  and  indus- 
trial dermatoses. 

Positive  reactions  are  usually  immediate 
occurring  from  about  five  to  twenty  minutes. 
However,  positive  reactions  may  also  be  de- 
layed4— occurring  in  about  twelve  to 
twenty-four  hours.  These  delayed  reactions 
are  encountered  occasionally  in  adults  while 
testing  for  food  sensitivity,  and  are  almost 
always  the  rule  in  bacterial,  mold,  and  fungus 
sensitivity. 

Thus  far  it  seems  that  skin  testing  is  an 
easy  procedure  that  anyone  could  do  correctly 
with  no  instruction  or  after  reading  a para- 
graph or  two  which  usually  accompanies  com- 
mercial test  material.  It  is  by  no  means  this 
simple.  The  technical  performance  of  skin 
tests  can  lie  carried  out  by  anyone  after  a cer- 
tain amount  of  training,  but  the  interpreta- 
tion of  them,  at  times,  presents  such  formid- 
able difficulties  that,  even  keen  students  of  the 
subject  are  incapable  of  correct  interpreta- 
tion. One  would  like  to  feel  that  the  reaction 
which  occurs  between  the  allergen  and  skin 
of  the  patient  is  the  one  to  which  he  is  clini- 
cally sensitive.  Unfortunately  this  is  not 
always  the  case.  In  many  cases  there  is  a 
marked  discrepancy  between  positive  reac- 
tions and  clinical  manifestations.  It  is  this 
variation  that  presents  the  problem  of  correct 
interpretation.  It  must  be  pointed  out  that 
the  cases  in  which  there  is  a definite  uncom- 
plicated correlation  between  positive  tests  and 
clinical  sensitivity  are  definitely  in  a small 
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group.  By  this,  I mean,  a patient  who  has 
ragweed  hay  fever  exhibits  positive  tests  only 
to  ragweed  and  is  negative  to  all  other  testing 
substances.  This  group  will  give  a clear-cut 
history  and  clear-cut  positive  tests.  The  bulk 
of  cases,  however,  present  multiple  positive 
tests.  For  example,  a patient  whose  clinical 
symptoms  indicate  ragweed  sensitivity  may 
exhibit  positive  reactions  to  not  only  ragweed 
but  also  to  various  grasses,  house  dust,  and 
other  allergens.  I have  seen  patients  who 
gave  positive  reactions  to  most  of  the  aller- 
gens for  which  they  were  tested.  I have  also 
observed  cases  in  which  the  skin  was  irritable, 
where  a moderate  amount  of  dermographism 
existed,  in  which  all  the  tests,  including  the 
control,  were  positive.  The  problem  here  is 
to  determine  which  of  these  positive  tests 
have  a clinical  significance  — a sort  of  separ- 
ating the  wheat  from  the  chaff.  Usually, 
however,  many  patients  will  exhibit  positive 
tests  but  will  have  no  corresponding  clinical 
sensitivity.  This  also  is  so  in  normal  non- 
allergic  individuals  who  give  positive  reac- 
tions to  ragweed  and  still  exhibit  no  allergic 
symptoms  during  the  ragweed  season.  It  is 
obvious  then  that  some  of  these  tests  are  false 
positives  and  have  no  diagnostic  value. 

There  is  also  another  group  of  patients 
who  give  negative  reactions  to  all  test  sub- 
stances. Fortunately  this  is  a very  small 
group,  but  it  is  a definite  stumbling  block. 
Here  the  patient  will  manifest  allergic  symp- 
toms during  the  ragweed  season  and  still  all 
skin  tests  either  scratch  or  intradermal  to 
ragweed  are  persistently  negative.  In  this 
type  of  case,  the  situation  becomes  extremely 
stubborn  when  multiple  sensitivity  exists 
and  skin  tests  fail  to  demonstrate  it.  It 
would  be  unwise  to  explain  to  this  patient 
that  lie  is  not  allergic  simply  because  his  skin 
failed  to  yield  positive  tests. 

The  question  now  arises  what  is  to  be  done 
in  cases  of  this  type.  How  is  one  to  know 


which  positive  tests  have  a clinical  and  diag- 
nostic significance  ? The  answers  are  many 
and  lengthy  but  can  be  summed  up  briefly  as 
follows:  The  approach  to  the  allergic  patient 
must  be  through  internal  medicine.  The  pa- 
tient must  lie  studied  as  a whole  unit.  A com- 
plete detailed  history  is  the  first  and  para- 
mount requisite.  This  oftentimes  is  a lengthy 
procedure  but  nevertheless  a very  valuable 
one.  The  history  will  point  the  way.  Many 
important  facts  will  be  brought  to  light  which 
will  give  presumptive  evidence  as  to  the  type 
of  allergy.  Skin  tests,  at  best,  can  only  fur- 
nish corroborative  evidence  to  the  history. 
In  doubtful  cases,  resort  must  be  had  to  other 
diagnostic  procedures  such  as  the  conjunc- 
'tival  test,  nasal  inhalation  test,  indirect  test, 
environmental  and  provocative  tests,  etc. 
Finally,  after  it  has  been  determined  that 
nn  allergen  is  an  etiologic  factor,  the  symp- 
toms can  be  and  sometimes  are  inadvertently 
reproduced  upon  contact  with  the  particular 
substances  — thus  giving  final  proof  as  to  the 
causing  allergen. 

Summary  and  Conclusions 

Skin  tests  per  se  should  not  be  considered 
diagnostic.  At  best  they  present  only  corrobo- 
rative evidence. 

I n themselves  they  are  inconclusive,  and 
any  treatment  which  is  based  solely  upon 
skin  test  interpretation  may  meet  with 
failure. 
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The  bovine  type  of  tubercle  bacillus  causes 
9.6%  of  extra-pulmonary  tuberculosis  in 
Canadian  children  under  14  years  of  age. 
Tn  every  instance  investigated  the  children 
had  been  fed,  raw  mill'.  Efficient  pasteuriza- 


tion of  milk  would  eliminate  bovine  tubercu- 
losis in  five  years.  It  has  been  estimated  that 
the  number  of  infected  animals  is  now  less 
than  30%  in  Canada. — Price,  R.  M.,  Can. 
Pub.  Health  Jour.,  June,  1938. 
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The  President’s  Page 

I he  reversal  by  the  United  States  Court  of  Appeals  of  Justice  Proctor's  deci- 
sion, that  the  practice  of  Medicine  is  a Profession,  and  therefore  not  subject  to  the 
provisions  of  the  Sherman  Antitrust  Act,  probably  sets  the  stage  for  a renewal  of 
the  campaign  of  propaganda  intended  to  discredit  the  Medical  Profession. 

I he  Decision  does  not  challenge  the  assumption  that  the  practice  of  Medicine 
is  a profession,  hut  asserts  that  all  professions  and  callings  come  within  the  scope 
of  the  Act,  and  therefore  are  of  equal  interest  to  the  lawyers  and  the  Trade  Unions. 

The  vicious  attack  upon  the  American  Medical  Association  in  the  Liberty 
Magazine  of  March  9th  is  a sample  of  what  we  may  expect,  and  is  also  a demon- 
stration of  the  New  Deal  smearing  tactics  supposed  to  be  useful  in  preparing  for 
future  legislation. 

The  handwriting  on  the  wall  indicates  clearly  that  the  light  to  preserve  the 
American  way  of  practicing  medicine  has  only  begun,  and  also  that  if  the  New 
Dealers  are  successful  in  the  National  election,  we  may  expect  an  offensive  on  the 
scale  of  the  Wagner  National  Health  Act. 

The  American  Medical  Association  is  by  no  means  helpless.  Its  well  over  one 
hundred  thousand  members  are  probably  more  than  90%  loyal  and  determined 
supporters  of  its  policy  of  resistance  to  political  control. 

Moreover,  it  is  becoming  increasingly  evident  that  the  attacks  on  the  Medical 
Profession  are  only  part  of  the  plans  to  extend  Federal  control  over  wider  areas  of 
our  National  life,  and  that  all  citizens  are  likewise  affected. 

We  hope  that  the  citizens  of  this  Country  will  realize  this  in  time,  and  if  they 
do,  we  have  no  doubt  of  the  result. 

Never  was  it  so  important  that  our  Medical  organizations  lie  kept  strong  and 
united. 

These  matters  should  be  taken  up  at  all  of  our  County  and  State  meetings,  and 
thoroughly  discussed,  and  every  member  should  exert  himself  to  know  all  available 
facts  on  the  situation. 

There  is  one  place  where,  if  there  were  enough  of  us,  we  might  wipe  out  the 
whole  New  Deal  program  at  one  blow,  and  in  my  opinion  we  should  concentrate  all 
of  our  influence  on  the  attempt  to  do  so. 

That  place  is  the  ballot  box. 

George  L.  Pratt,  M.  D., 

President,  Maine  Medical  Association. 
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Editorials 


A Border  Incident  — North 
A meric  a 

The  “Border  without  Bayonets”  has  been 
much  in  the  spotlight  of  publicity  in  these 
times  of  international  conflict,  but  its  story 
has  not  all  been  told. 

An  incident  which  concerns  this  Associa- 
tion deserves  mention.  Late  in  August,  in 
those  last  few  anxious  days  of  peace,  our 
neighbor,  the  New  Brunswick  Medical  So- 
ciety, held  its  annual  meeting  at  St.  Andrews- 
by-the-Sea,  which,  as  is  well  known  to  many 
of  our  members,  is  near  the  Maine  border.  It 
had  been  hoped  that  it  might  be  a joint  meet- 
ing with  Maine,  but  circumstances  prevented. 
Nevertheless,  our  members  were  individually 
invited  to  attend,  and  a fair  number  accepted. 

Those  of  us  who  visited  St.  Andrews  were 
delighted.  New  Brunswick  hospitality  was 
gracious.  Maine  men  were  received  with 
friendly  courtesy  and  were  not  long  allowed 
to  be  strangers.  The  accommodation  of  the 
Canadian  Pacific  Railway’s  Algonquin  Hotel 
was  superb.  The  late  summer  weather  was 
perfect ; the  golf  course  excellent ; food  and 
drink  unsurpassed.  The  scientific  program 
was  of  high  quality  and  was  strikingly  inter- 
national with  papers  by  Drs.  Frank  Patch 
and  L.  C.  Montgomery  of  Montreal,  Paul 
White  and  Donald  Munro  of  Boston.  Papers 
were  concise  and  timely,  we  1 1 presented  and 
ably  discussed.  In  short,  a pleasanter  or  more 
profitable  gathering  of  medical  men  would  be 
difficult  to  arrange. 

It  seems  certain  that  the  officers  of  the 
New  Brunswick  Medical  Society  who  organ- 
ized this  meeting  had  no  thought  that  it  had 
unusual  significance,  but  brief  reflection 
makes  it  clear  that  it  had  meaning  which 
transcends  the  pleasant  fellowship  and  stimu- 
lating discussions.  To  be  sure,  medicine  is 
international  and  it  ought  not  to  arouse  com- 
ment that  medical  men  of  two  great  nations 
can  meet  in  peace  and  friendship,  eat  and 
drink  together  and  consider  common  prob- 
lems. But  how  many  international  boundaries 
exist  today  which  do  not  prevent  such  inter- 
course ? Where  else  is  medicine  free  ? 


Federal  Hospitalization  of 
Veterans 

Under  date  of  January  5th,  a letter  to  the 
President  of  the  Maine  Medical  Association 
by  L.  C.  Fortier,  Commander,  The  Ameri- 
can Legion,  Department  of  Maine,  calls  at- 
tention to  a condition  that  would  hardly  seem 
possible  except  perhaps  in  a most  extreme 
case.  “The  Federal  Laws  provide  that  in 
cases  where  a veteran  is  suffering  from  a 
disability,  either  service  connected  or  not,  he 
is  privileged  to  apply  for  and  receive  federal 
hospitalization  through  the  medium  of  the 
Veterans’  Administration.”  In  non-service 
connected  cases,  the  veteran  must  show  that 
he  is  without  adequate  personal  funds  to  pro- 
vide for  such  hospitalization.  Commander 
Fortier  states  that  in  many  instances  those 
in  local  authority  have  attempted  the  hos-' 
pitalization  of  veterans  “where  the  most  ob- 
vious principles  of  medicine  and  surgery 
very  definitely  showed  that  the  patient  should 
either  not  be  removed  from  his  home  or  it 
was  imperative  that  he  receive  hospitaliza- 
tion locally.  As  a result  of  such  a question- 
able practice,  many  have  died  enroute  to  the 
federal  hospital  and  others  have  been  forced 
to  undergo  long  periods  of  unnecessary  suffer- 
ing.” He  also  states  that  such  a deplorable 
practice  arose  from  the  fact  that  local  civil 
authorities,  anxious  to  avoid  more  expense 
to  their  local  government,  have  transported 
to  the  Facility  at  Togus,  patients  obviously 
so  critically  ill  that  the  extra  exertion  re- 
sulted in  a fatal  issue  or  caused  suffering  of 
an  increased  gravity  and  intensity. 

It  hardly  seems  possible  that  any  person, 
veteran  or  not,  could  possibly  be  subjected  to 
such  inhumane  treatment  and  it  would  seem 
to  the  Journal  that  the  responsibility  and 
results  of  such  practices  properly  become  the 
burden  of  the  official  civil  authorities.  Cer- 
tainly it  must  be  felt  that  no  physician  would 
warrant  the  moving  of  patients  so  obviously 
ill  that  life  and  safety  would  dictate  that 
only  under  dire  necessity  would  removal  be 
advised,  and  only  in  plain  view  of  the  risks 
involved.  It  is  earnestly  hoped  for  the  sake 
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of  veterans  involved  in  need  of  hospital  facil- 
ities, that  they  be  treated  by  civil  authorities 
with  nothing  more  than  the  consideration 
that  a sick  person  almost  automatically  re- 


ceives. Exploitation  of  a seriously  sick  human 
being  to  “cut  down  expenses”  is  something 
out  of  keeping  with  plain  regard  for  ordinary 
decency. 


The  Eighty-eighth  Annual  Session 


ceptional  recreational  advantages  of  this  loca- 
tion are  familiar  to  us  all.  The  Scientific 

The  annual  session  of  the  Maine  Medical 
Association  will  be  held  at  Rangeley  Lakes, 
Sunday,  Monday  and  Tuesday,  June  23rd, 
24th  and  25th.  The  natural  beauty  and  ex- 
Committee  is  endeavoring  to  make  this  year’s 
program  the  finest  ever. 

Sunday  evening  Mr.  Frank  Lane  of  Bos- 
ton will  be  present  to  entertain  with  his 
unusual  skill  at  legerdemain.  The  system  of 
morning  conferences  which  proved  so  success- 
ful last  year  at  Poland  Spring  will  be  con- 
tinued this  year.  We  believe  that  something 
of  real  value  to  every  member  of  the  Asso- 
ciation is  provided  by  this  arrangement. 

Monday  afternoon  will  again  be  devoted 
to  a Clinico-pathological  discussion.  An 
added  feature  will  be  a discussion  of  the  use 
of  sulfapyridine  and  allied  compounds  by  a 
recognized  authority.  In  the  evening,  an 
ever-popular  dinner  dance  is  planned,  and 
V.  W.  Peterson  of  The  Federal  Bureau  of 
Investigation  is  to  speak. 

Tuesday  afternoon,  Dr.  Henry  Marble, 
Dr.  Timothy  Leary  of  Boston  and  Dr.  P.  L. 


B.  Ebbett  of  Houlton  are  to  address  us  on 
subjects  of  general  interest.  Governor  Bar- 
rows  will  speak  following  the  banquet  in  the 
evening,  and  we  have  the  unusual  distinc- 
tion of  having  Dr.  Morris  Fishbein,  Editor 
of  the  Journal  of  the  American  Medical 
Association , with  us  for  the  second  successive 
year.  He  will  speak  on  “Quackery  in 
Medicine.” 

Mrs.  Pratt  and  Mrs.  Weymouth  are  ar- 
ranging special  entertainment  for  the  ladies, 
and  we  believe  it  is  no  secret  that  what  they 
do  is  done  well.  It  seems  probable  that  the 
scientific  and  commercial  exhibits  will  be 
the  largest  and  best  ever. 

Your  Committee  wishes  to  thank  all  those 
who  have  so  enthusiastically  assisted  in 
arranging  what  we  hope  will  be  a program 
of  unusual  interest  and  value.  At  no  time 
has  a strong  Association  been  more  neces- 
sary than  now.  Every  member  may  con- 
tribute to  this  strength  by  making  a serious 
attempt  to  attend  this  session. 

Meekill  S.  E.  Geeefe, 

Chairman , Scientific  Committee. 


Arithmetic  Problem  — If  the  average  case 
of  minimal  tuberculosis  admitted  to  the  sana- 
torium stays  8 months,  and  the  average  case 
of  moderately  advanced  tuberculosis  stays  23 
months,  how  much  could  be  saved  by  early 
diagnosis  ? 

In  Connecticut  where  it  costs  about  $1,000 
to  keep  a patient  in  the  state  sanatorium  for 
a year  and  where  only  10%  of  the  admis- 
sions are  in  the  minimal  stage,  it  is  estimated 


as  hundreds  of  thousands  of  dollars  by  the 
Connecticut  State  Tuberculosis  Commission. 

Unfortunately,  the  situation  in  Connecti- 
cut is  not  unique  among  the  states.  Every- 
where admissions  to  sanatoria  are  lara’elv  in 

o ». 

the  later  stages,  and  everywhere  the  result 
is  a longer  hospital  stay  - — - a tragic  waste 
whether  human  suffering,  disability  or  money 
is  considered. 


no 
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A ssociation 

Announcement 

1940  Early  Diagnosis  Campaign  for  the 
Prevention  of  Tuberculosis 

For  the  13th  consecutive  year  the  Early  Diag- 
nosis Campaign  sponsored  by  the  National  Tuber- 
culosis Association  and  its  2,000  affiliated  organi- 
zations will  be  conducted  in  the  month  of  April. 

Slogan— THE  X-RAY  REVEALS  TUBERCULO- 
SIS BEFORE  THE  SYMPTOMS  APPEAR. 

Purpose— To  teach  the  importance  of  using  X-ray 
as  a necessary  tool  in  securing  an  early  and 
correct  diagnosis. 

Cooperative  Agencies — Maine  Federation  of 
Women’s  Clubs,  industries,  bakeries,  milk 
dealers,  high  schools,  colleges,  Maine  Medical 
Association,  District  Health  Officers  and  staff 
nurses,  Red  Cross  Services  and  individual 
citizens. 

Publicity  Agencies — Press,  radio,  trade  bulletins, 
exhibits,  use  of  films,  poster  and  pamphlet  dis- 
tribution and  church  organizations. 

Devices— The  six  State  Governors  of  New  England 
are  endorsing  the  Campaign  through  a signed 
proclamation  which  will  be  given  to  the  press 
to  announce  the  Campaign.  State  newspapers 
will  carry  the  rotogravure  section.  Newspapers 
will  carry  special  stories  of  the  Campaign. 

Through  the  courtesy  of  the  District  Health 
Officers  and  radio  chairmen  of  the  Federation 
of  Women’s  Clubs,  time  will  be  given  for  spe- 
cial broadcasts.  A radio  transcription  will  be 
given  to  Maine  Stations  for  use  during  the 
Campaign. 

Women’s  Clubs  will  distribute  pamphlets  and 
posters  in  their  own  towns.  Industries  will 
carry  the  pamphlets  in  pay  envelopes.  Milk 
dealers  will  use  bottle  caps  carrying  the  slo- 
gan and  announcing  it.  High  schools  will  par- 
ticipate in  the  Campaign  by  becoming  entrants 
to  the  Slogan  and  Editorial  Contests.  An- 
nouncement of  the  Campaign  will  be  given 
through  the  churches  on  Early  Diagnosis  Sun- 
day. Through  local  committees,  public  waiting 
rooms,  hospitals,  doctors’  offices  and  libraries 
will  be  provided  with  pamphlets  and  posters. 

Inmates  of  Sanatoria  who  are  able  are  being 
asked  to  write  a letter  to  a friend  outside  the 
sanatorium  urging  a health  check-up  with  an 
X-ray. 

Special  letterheads  advertising  the  Campaign 
will  be  used  by  committees  and  organizations. 


Prior  to  1937  no  provision  had  been  made  in  the 
financial  set-up  of  either  the  State  or  hospitals  for 
the  treatment  of  needy  tumor  patients.  Realizing 
this  fact  the  Women’s  Field  Army  of  Maine  in  the 
very  beginning  established  the  Dr.  Joseph  W.  Scan- 
nell  Memorial  Fund  for  the  treatment  of  indigent 
tumor  patients,  by  X-ray  or  radium— two  of  the 
most  expensive  and  essential  items  in  the  control 
of  the  disease. 

Since  the  inauguration  of  the  Women’s  Field 
Army  in  1937  records  show  a constant  increase  in 
the  attendance  at  these  clinics.  Of  the  number  of 
patients  coming  to  the  clinics  a greater  proportion 
are  coming  early  and  are  therefore  curable  cases. 

The  six  tumor  clinics  are: 

Maine  General  (Portland) 

Easteiyi.  Maine  General  (Bangor) 

Thayer  ( Waterville)  * 

Sisters  (Waterville)* 

Central  Maine  General  (Lewiston) 

St.  Mary's  General  Hospital  (Lewiston) 

* Clinics  combined. 


Maine  Division 

1937-38 — 600  patients  examined  at  the  six  clinics. 
Of  this  number  the  Women’s  Field  Army,  Inc.,  of 
Maine  assisted  in  financing  the  treatments  for  147. 

May  1,  1938,  to  May  1,  1939 — Approximately  950 
patients  were  examined  at  the  six  clinics.  309 
cases  assisted  by  the  Women’s  Field  Army. 

May  1,  1939,  to  February  1,  1940 — 750  patients 
were  examined  at  the  six  clinics.  222  cases  were 
assisted  by  the  Women’s  Field  Army. 

SET-UP  OF  THE  WOMEN’S  FIELD  ARMY 

1 State  Commander — 1 Secretary. 

16  Vice  Commanders. 

16  Deputy  Vice  Commanders. 

142  Majors  of  Districts.  They  secure  captains  of 
cities  or  towns  in  units. 

1 Publicity  Director — part  time. 

1,000,000  pieces  of  literature  for  distribution. 

1,000  booklets  and  letters  to  the  doctors  of  Maine. 

1,000  booklets  and  letters  to  the  ministers  of 
Maine. 

List  not  yet  completed  for  booklets  and  letters  to 
Special  Givers. 

$25,000.00  goal  of  1940  campaign.  The  Maine 
Legislature  has  appropriated  $5,000.00  for  the  fis- 
cal year  ending  June  30,  1940,  and  also  for  the  fis- 
cal year  ending  June  30,  1941. 
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Financial  Statement  of  Women’s  Field 
Army  for  Control  of  Cancer, 

1937-1939 


Received  from  1937  campaign, 
Received  from  1938  campaign, 
Received  from  1939  campaign, 
Received  from  State  Legislature 
—1939, 

Paid  to  American  Society  for 
Control  of  Cancer — 1937, 
Paid  to  American  Society  for 
Control  of  Cancer — 1938, 
Paid  to  American  Society  for 
Control  of  Cancer — 1939, 

Expense  of  Administration 
and  Education,  1937-38, 
Expense  of  1937  campaign, 
Expense  of  1938  campaign, 
Expense  of  Administration 
and  Education,  1938-39, 
Expense  of  1939  campaign, 

Budgeted  for  Administration 
and  Education,  1939-40  and 
Expense  of  1940  campaign, 
Paid  out  for  treatments  for 
needy  cancer  patients,  1937- 

38, 

Paid  out  for  treatments  for 
needy  cancer  patients,  1938- 

39, 

Paid  out  for  treatments  for 
needy  cancer  patients  from 
May  1,  1939,  to  January  31, 
1940, 


$14,900.36 

18,051.05 

13,041.98 

5,000.00 

$50,993.39 


$4 


3 


,481.36 

163.75 

400.00 


-$10,045.11 


$7,161.59 


6,261.27 


-$13,422.86 

$5,600.00 


$4,938.20 


9,082.19** 
$14,020.39 


$5,858.22 


**  $3,236.00  of  this  amount  was  paid  out  of  our  1939 
campaign  funds  to  cover  treatments  given  to  115  pa- 
tients during  the  period  between  October  1,  1938  (when 
our  fund  became  exhausted),  and  May  1,  1939. 


Summer  Round-up  of  Children 

The  National  Congress  of  Parents  and  Teachers 
through  their  Chairman  of  The  Summer  Round-up 
of  Children,  Doctor  Lillian  M.  Smith  of  Lansing, 
Michigan,  would  like  to  develop  a co-operative 
plan  with  the  practicing  physicians  in  the  various 
States  to  have  all  pre-school  children  undergo  an 
examination.  In  accordance  with  the  plan  a meet- 
ing of  the  President  of  the  State  Parent  Teachers 
Association,  The  Division  Director  of  the  Chil- 
dren’s Bureau  and  interested  physicians  is  pro- 
posed for  consideration  of  an  active  campaign  in 
Maine.  Results  of  the  meeting  with  suggestions 
for  organization  will  appear  in  another  issue  of 
the  Journal. 


Tufts  Medical  School  Receives  Gift 

A gift  of  $42,200.00  to  Tufts  Medical  School  by 
Dr.  and  Mrs.  George  C.  Averill  of  Waterville  was 
announced  in  February  by  President  Carmichael. 
Realizing  the  importance  of  the  school  in  its  work 
of  having  physicians  whose  major  field  of  activity 
is  the  New  England  States,  Dr.  Averill  correctly 
feels  that  the  students  of  today,  who  are  the  physi- 
cians of  tomorrow,  should  be  provided  with  all  pos- 
sible opportunities  in  their  studies  in  anatomy:  a 
subject  which  concerns  every  physician  from  the 
time  he  begins  his  study  of  medicine  until  his 
work  is  finished;  hence,  the  fund  is  to  be  devoted 
to  the  establishment  of  the  “Dr.  and  Mrs.  George 
H.  Averill  Department  of  Anatomy  in  memory  of 
Prolessor  Charles  P.  Thayer.” 

The  Journal  extends  its  congratulations  to  Tufts 
in  the  greater  opportunities  afforded  it  by  such  a 
gift,  and  to  Dr.  and  Mrs.  Averill  its  sincere  appre- 
ciation of  their  generosity  to  so  deserving  a New 
England  institution.  Maine  institutions  of  learn- 
ing are  not  without  substantial  proof  of  Dr.  and 
Mrs.  Averill’s  interest  and  their  support  in  the 
maintenance  of  high  educational  standards  they 
justly  feel  is  an  investment  already  showing  divi- 
dends worthy  of  their  continued  faith  in  New 
England  schools  and  New  England  men  and 
women. 


Medical  Auditing  Counsel 

(Founded  1920) 

THERE  MUST  BE  A REASON! 


When  “half  a thousand”  physicians  and  90%  of  the  CLIP 

Hospitals  in  Maine  patronize  our  service  exclusively.  , and  MAIL 

I,  . Without  obligation 

^et  us  tell  you  why  — / send  me  full  details  con- 

/ cerning:  your  service. 

297  WESTERN  PROMENADE  / Name  

PORTLAND,  MAINE  /'  Street  

/ City  
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County  News  and  Notes 


100%  Paid-Up  Membership  for  1940 

Piscataquis  County  Medical  Society , N.  H.  Nicker- 
son, M.  D.,  Greenville,  Secretary. 

Sagadahoc  County  Medical  Society,  Jacob  Smith, 
M.  D.,  Bath,  Secretary. 

Franklin  County  Medical  Society,  James  Reed, 
M.  D.,  Farmington,  Secretary. 

Somerset  County  Medical  Society,  Maurice  E.  Lord, 
M.  D.,  Skowhegan,  Secretary. 

Waldo  County  Medical  Society,  Raymond  L.  Torrey, 
M.  D.,  Searsport,  Secretary. 


Cumberland 

Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  March  5,  1940,  at  8.15  P.  M.,  with 
the  President,  Dr.  F.  A.  Ferguson,  presiding. 
Thirty  members  were  present. 

Dr.  Joseph  E.  Porter  was  elected  to  membership. 

Miss  Van  Spanje,  Nutritionist  for  the  Portland 
Chapter  of  the  American  Red  Cross  explained  to 
the  Club  the  Nutrition  Program  of  the  Chapter. 

The  Club  voted  to  contribute  $50.00  toward  the 
work  of  the  National  Physicians’  Committee  for 
the  Extension  of  Medical  Service. 

Dr.  E.  R.  Blaisdell  presented  an  instructive 
paper  on  Treatment  of  Massive  Hemorrhage  in 
Gastric  and  Duodenal  Lesions  and  Dr.  Jack  Spen- 
cer explained  X-ray  Studies  of  Gastric  and  Duo- 
denal Lesions. 

Dr.  E.  H.  Drake,  Dr.  D.  H.  Daniels,  Dr.  R.  S. 
Hawkes,  Dr.  J.  E.  Porter,  Dr.  T.  C.  Bramhall,  Dr. 
I.  1V1.  Webber,  Dr.  E.  E.  O’Donnell,  and  Dr.  F.  A. 
Ferguson  participated  in  the  discussion. 

Alice  Wtiitter,  Secretary. 


Kennebec 

A meeting  of  the  Kennebec  County  Medical  As- 
sociation was  held  at  the  Gardiner  General  Hos- 
pital, Gardiner,  Maine,  Thursday,  March  21,  1940. 

Clinical  session  at  5.00  P.  M.  which  was  pre- 
sided over  by  Frederick  R.  Carter,  M.  D.,  Secre- 
tary: 

(1)  Pregnancy  complicated  by  Poliomyelitis — 
M.  E.  Joss,  M.  D. 

(2)  Subdiaphragmatic  Abscess — F.  B.  Bull, 
M.  D. 

(3)  (a)  Acute  Mastoiditis  complicated  by 

Erysipelas. 

(b)  A Case  of  Mononucleosis — Allan 
Hurd,  M.  D. 

(4)  Acute  Appendectomy  with  large  enterolith 
—A.  B.  Libby,  M.  D. 

(5)  Hematemesis — C.  G.  Farrell,  M.  D. 

(6)  Pneumonia — C.  R.  McLaughlin,  M.  D. 

Dinner  at  6.30  P.  M.,  which  was  followed  by  a 

business  meeting. 

Minutes  of  the  last  meeting  were  read  and 
approved. 


It  was  voted  that  the  Kennebec  County  Medical 
Association  go  on  record  as  approving  the  work 
being  done  by  the  National  Physicians’  Committee 
for  the  Extension  of  Medical  Service. 

It  was  voted  to  leave  the  matter  of  an  appro- 
priation of  a sum  of  money  for  donation  to  the 
National  Physicians’  Committee  for  the  Extension 
of  Medical  Service  to  the  Council. 

James  E.  Poulin,  M.  D.,  Waterville,  Maine,  and 
Samson  Fisher,  M.  D.,  Oakland,  Maine,  were 
elected  to  membership. 

The  address  of  the  evening  was  given  by  Dr. 
G.  W.  Brow  of  the  Royal  Victoria  Hospital, 
Montreal,  P.  Q.,  whose  subject  was  Cardiac  Emer- 
gencies and  Their  -Treatment.  This  paper  was  very 
interesting,  ably  presented,  and  well  discussed. 

There  were  42  members  and  guests  present. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary. 


New  M e m h ers 

A ndroscoggin 

Irvin  A.  Schaen,  M.  D.,  Lewiston,  Maine. 
Cumberland 

Victor  H.  Simecek,  M.  D.,  Brunswick,  Maine. 
Kennebec 

■James  E.  Poulin,  M.  D.,  Waterville,  Maine. 
Samson  Fisher,  M.  D.,  Oakland,  Maine. 

Washington 

Allan  II.  Knapp,  M.  D.,  Machias,  Maine. 


Coming  Meetings 

State  Medical  Associations 

Connecticut  State  Medical  Society,  Creighton  Earli- 
er, 1VI.  D„  258  Church  Street,  New  Haven, 
Secretary. 

Annual  Meeting — Hartford  May  22-23,  1940. 

Maine  Medical  Association,  Frederick  R.  Carter, 
M.  D.,  22  Arsenal  Street,  Portland,  Secre- 
tary. 

Annual  Meeting — Rangeley  Lakes,  June  23-25, 
1940. 

Alassachusetts  Medical  Society,  Alexander  S.  Begg, 
M.  I).,  8 The  Fenway,  Boston,  Secretary. 

Annual  Meeting — Boston,  May  21-22,  1940. 

New  Hampshire  Medical  Society,  C.  R.  Metcalf, 
M.  D.,  5 S.  State  Street,  Concord,  Secre- 
tary. 

Annual  Meeting — Manchester,  May  14-15,  1940. 

Rhode  Island  Medical  Society,  Guy  W.  Wells,  M. 

1).,  124  Waterman  Street,  Providence,  Sec- 
retary. 

Annual  Meeting — Providence,  June  5-6,  1940. 


Always  DEPENDABLE  PRODUCTS 

Pharmaceuticals  . . . Tablets,  Lozenges, 
Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  pro- 
ducts are  laboratory  controlled. 


MA 
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PRESCRIBE  oi  DISPENSE  ZEMMER 

Write  for  literature. 

Chemists  to  the  Medical  Profession. 

The  ZEMMER  COMPANY 

Oakland  Station,  PITTSBURGH,  PA. 


Volume  XXXI,  No.  4 


Army  Experience  for  Physicians 


113 


Army  Experience  for 
Physicians 

An  interesting  medical  corollary  to  the  aug- 
mentation of  the  United  States  Army  during  1940 
and  1941  and  to  the  planned  large  scale  Army 
maneuvers  during  the  spring  and  summer  of  1940 
is  the  broad  medico-military  experience  which  a 
great  number  of  civilian  physicians  will  receive. 
Medical  Reserve  officers  are  being  used  to  augment 
the  entire  Army  Medical  Service,  which  includes 
everything  from  small  unit  installations  to  large 
Station  Hospitals,  General  Hospitals,  and  hospitals 
designed  primarily  for  the  treatment  of  specific 
types  of  cases. 

Physicians  under  35  years  of  age  who  are  desir- 
ous of  obtaining  extended  active  duty  with  the 
Army,  hut  who  do  not  hold  Reserve  commissions, 
are  being  offered  appointments  in  the  Medical 
Corps  Reserve  in  the  grade  of  1st  Lieutenant,  in 
order  to  permit  them  to  be  placed  on  such  duty. 
Captains  and  Lieutenants  are  at  present  being  of- 
fered excellent  assignments  throughout  the  conti- 
nental United  States,  and  it  is  hoped  that  authority 
will  be  granted  to  actually  permit  some  officers  to 
go  to  Hawaii  and  Panama.  In  addition  to  having  a 
new  and  very  busy  experience  in  the  practice  of 
medicine,  the  average  officer  finds  the  pay  and 
allowances  attractive.  The  pay  and  allowances  for 
a married  1st  Lieutenant  amount  to  approximately 
$263.00  a month;  for  a single  1st  Lieutenant  to 
approximately  $225.00  a month;  for  a married  Cap- 
tain to  approximately  $316.00  a month;  and  for  a 
single  Captain  to  approximately  $278.00  a month. 
In  most  cases  the  above  pay  and  allowances  would 
apply  inasmuch  as  Government  quarters  are  not 
usually  available  for  officers  on  extended  active 
duty.  In  the  few  instances  where  Government 
quarters  are  available,  the  amounts  would  be  $40, 
$60,  $60,  and  $80  less  per  month  respectively.  In 


addition,  the  officer  is  reimbursed  for  mileage  trav- 
eled from  his  home  to  his  station,  and  upon  com- 
pletion of  his  tour  of  duty  is  reimbursed  similarly 
for  the  travel  to  his  home. 

Application  for  one  year  of  active  duty,  or  for 
appointment  in  the  Medical  Corps  Reserve  with  a 
view  to  obtaining  one  year  of  active  duty  with  the 
Army,  should  be  requested  at  once  by  a letter  ad- 
dressed to  the  Commanding  General  of  the  Corps 
Area*  wherein  the  physician  permanently  resides. 
In  addition,  the  application  should  contain  concise 
information  regarding  permanent  address,  tempo- 
rary address,  number  of  dependents,  earliest  date 
available  for  active  duty,  and  that  internship  has 
been  (or  will  be)  completed;  and  it  should  be  ac- 
companied by  a report  of  physical  examination  re- 
corded on  the  Army  Form  W.  D.  A.  G.  O.  63,  which 
may  be  obtained  from  any  Army  station.  From  the 
group  of  Reserve  officers  placed  on  extended  active 
duty  since  August,  1939,  over  25%  of  those  within 
the  age  requirements  of  32  years  of  age  or  less  for 
commission  in  the  Regular  Army  Medical  Corps 
found  military  service  sufficiently  to  their  liking 
to  cause  them  to  take  extrance  examinations  for 
the  Regular  Army. 


* First  Corps  Area  (Maine,  N.  H.,  Vt.,  Mass.,  R.  I., 
Conn.),  Army  Base,  Boston,  9.  Mass. 

Second  Corps  Area  (New  York,  New  Jersey,  Dela- 
ware), Governor’s  Island,  New  York. 

Third  Corps  Area  (Pa.,  Md.,  Va.,  D.  C. ),  Post  Office 
and  Court  House,  Baltimore,  Md. 

Fourth  Corps  Area  (N.  C.,  S.  C.,  Ga.,  Fla.,  Ala.,  Tenn., 
Miss.,  La.),  Post  Office  Bldg.,  Atlanta,  Ga. 

Fifth  Corps  Area  (Ohio,  W.  Va.,  Ind.,  Ky. ),  Fort 
Hayes,  Columbus,  Ohio. 

Sixth  Corps  Area  (111.,  Mich.,  Wise.),  Post  Office 
Bldg.,  Chicago,  111. 

Seventh  Corps  Area  (Mo.,  Kans.,  Ark.,  Iowa,  Nebr., 
Minn.,  N.  D.,  S.  D. ),  New  Federal  Bldg.,  Omaha, 
Nebr. 

Eighth  Corps  Area  (Tex.,  Okla.,  Colo.,  N.  M.,  Ariz.), 
Fort  Sam  Houston,  San  Antonio,  Tex. 

Ninth  Corps  Area  (Wash.,  Ore.,  Idaho,  Mont.,  Wyo., 
Utah,  Nev.,  Calif.),  Presidio  of  San  Francisco, 
San  Francisco,  Calif. 


SILVER  PICRATE 

HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

*“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  £ BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 
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New  England  Sanitarium 
and  Hospital  # # 

Melrose,  Massachusetts 


• Located  on  the  shores  of  picturesque  Spot  Pond 
in  the  midst  of  4,500  acre  State  Park,  only  eight  miles 
from  Boston.  One  hundred  and  forty  pleasant,  home- 
like rooms.  Eight  resident  physicians  and  more  than 
one  hundred  trained  nurses,  experienced  dietitians 
and  technicians. 

• Modern  scientific  equipment  for  treatment  and 
diagnosis.  Hydrotherapy,  Electrotherapy,  X-ray, 
Occupational  Therapy,  Electrocardiograph,  Laboratory 
and  Gymnasium.  Full  health  examination  and  careful 
diagnosis.  Special  attention  to  diet. 

• No  mental,  tubercular  or  contagious  cases  received. 
Physicians  invited  to  visit  the  institution.  Fully 
equipped  for  care  of  Medical,  Surgical  and  Maternity 
cases.  Member  of  American  Hospital  Association 
and  approved  by  American  College  of  Surgeons. 

For  information  and  booklet,  Address:  W.  A.  Ruble,  M.  D., 
Medical  Director 


JONES’  PRIVATE  SANITARIUM 

UNION,  MAINE 

Founded  1908 

For  mild  mental  and  nervous  cases,  invalids 
and  aged  people. 

Combining'  the  comforts  and  attentions  of  home 
life  with  the  care  and  treatment  of  physician 
and  nurses.  Beautifully  situated  on  State  High- 
way 17,  twenty-eight  miles  from  Augusta  and 
fifteen  miles  from  Rockland.  Capacity,  thirty 
beds. 

For  booklet,  address, 

Paul  A.  Jones,  M.  D.,  Superintendent 
John  Kazutow,  M.  D„  Resident  Physician 
F.  G.  Campbell,  M.  D.,  Warren, 

C onsultan t Physician 

Telephone:  27 


GAY  PRIVATE  HOSPITAL 

31  Kenduskeag  Ave. 

BANGOR,  MAINE  Phone  5241 


A hospital  for  nervous,  and  mild  mental 
disturbances,  drug  and  alcohol  cases,  also 
for  convalescents,  and  those  who  may  need 
rest  and  medical  attention.  Baths,  electric 
treatment  and  massage  a specialty. 

Folder  gladly  sent  on  request. 


DR.  LEIGHTON’S  HOSPITAL 

PORTLAND,  MAINE 

“ A Private  Institution  for  Women ” 

Obstetrical,  Gynecological  and  Female  Surgical  cases  only 
received.  Unusual  facilities  are  offered.  Operating  room  and 
labor  ward  entirely  separated.  All  modern  hospital  neces- 
sities are  available.  110  mg.  of  radium  personally  owned, 
which  is  used  wholly  for  the  treatment  of  uterine  malig- 
nancy. Gas-oxygen  apparatus.  Laboratory.  Trained  nurses. 
Private  rooms  with  sun  parlors  attached.  Two-bed  and 
three-bed  semi-private  rooms.  Quiet,  secluded  location. 
Easily  accessible.  A nurses’  registry  is  maintained,  through 
which  the  public  or  physicians  may  procure  adequately 
trained  nurses  for  obstetrical  and  surgical  cases.  For  rates, 
illustrated  booklet  and  further  information  please  address: 

ADAM  P.  LEIGHTON,  M.  D. 

109  Emery  Street,  Portland,  Maine 
Telephones  : 4-0067  — 4-2858 
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M edicine  T oday* 

By  L.  P.  Gerrish,  M.  D.,  Lisbon  Falls,  Maine 


I will  touch,  briefly,  on  three  phases  of 
medicine. 

First:  Scientific  medicine  and  its  develop- 
ment. 

Second : Legislative  medicine  as  it  ap- 
pears to  lawmakers. 

Third : Medicine : a problem. 

Looking  back  over  the  years  many  ad- 
vances have  been  made  in  medicine  but  the 
basic  principles,  like  the  Rock  of  Gibraltar, 
remain  and  always  will  remain.  At  not  in- 
frequent intervals,  during  the  course  of 
events,  new  discoveries  have  been  made  which 
have  proved  a boon  to  mankind. 

In  almost  every  country  the  names  of  med- 
ical scientists  stand  out  in  bold  relief ; names 
to  be  conjured  with ; names  woven  indelibly 
into  the  fabric  of  human  life.  Add  to  these 
the  foundations,  the  hospitals,  the  schools  of 
medicine  scattered  world  wide,  then,  in  truth, 
of  all  these  accomplishments  we  may  well 
feel  proud. 

In  X-ray  work  and  surgery  progress  has 
been  very  rapid  and  marked  as  we  all  know. 
With  each  division  of  medicine  dovetailing 


and  strengthening  another,  a structure  has 
been  reared,  let  us  call  it  Medicine  Today, 
which  is  of  vital  import  to  our  nation  and 
every  nation.  My  point  is  this : The  structure 
has  been  built,  slowly  and  surely  by  and 
through  the  efforts  of  doctors  of  medicine, 
M.  D.’s,  if  you  please. 

Any  structure,  be  it  business,  government 
or  medicine  must  carry  on  in  accordance  with 
the  law,  and  if  worthy  and  of  honorable  in- 
tent, should  rightfully  be  entitled  to  a com- 
mensurate cooperation  on  the  part  of  the  law- 
makers which  would  further  strengthen  the 
structure  in  question. 

Looking  backward  over  the  years,  in  all 
States  of  our  Union,  it  appears  that  it  has 
been  very  difficult  for  lawmakers  to  create 
uniform  standards  in  medicine.  It  is  per- 
fectly evident  and  axiomatic  that  for  all  who 
practice  medicine,  in  the  interests  of  human- 
ity, there  should  be  a uniform  standard  of 
requirements,  a basic  level  of  medical  quali- 
fication, and  following  this  a freedom  to  prac- 
tice with  a fearless  mind. 

Today  there  is  no  national  standard  and, 
in  many  states,  there  is  no  standard  worth- 
while. In  our  own  Pine  Tree  State  standards 


* President’s  address  read  at  the  annual  meeting  of  the  Androscoggin  County  Medical  Society,  January 
21,  1940. 
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are  absurd  and  Maine  is  wide  open.  Mho  is 
responsible  ? In  my  opinion  the  lawmakers 
in  the  states  to  a considerable  degree  and, 
if  we  don’t  watch  out,  lawmakers  in  Wash- 
ington seeking  political  advantage  will  con- 
trol medicine,  medical  practice,  hospitals  and 
will  further  lower  standards.  Now  law- 
makers, as  I know  them,  are  for  the  great 
part  honorable  men  but  they  know : 

First:  Nothing  about  medicine. 

Second : They  rarely  give  medicine  a 

thought. 

Third:  They  think  that  the  M.  D.’s  oper- 
ate a monopoly. 

Fourth:  They  are  quite  concerned  over 
child  welfare,  public  interest,  public  health 
and  public  well  being  and  would  like  to  help, 
but : 

Fifth  : As  politicians  they  have  a big  heart 
for  what  they  call  the  underdog. 

Sixth : They  want  everybody  to  have  a 
fair  show — and  in  my  opinion — that’s  fair. 

Seventh : They  have  a tendency  to  dis- 

credit M.  D.’s,  but  like  tolerably  well  a good 
medical  story  and,  a good  medical  story  in 
my  humble  opinion,  is  about  their  limit  on 
matters  medical : and  so,  in  the  States,  legis- 
latures of  varied  hues  and  colors  have  failed 
markedly  to  strengthen  the  medical  practice 
acts. 

Into  the  ears  of  these  legislators  has  fallen 
propaganda  and  unwittingly  they  have  be- 
come sponsors  of  changes  which,  if  analyzed 
carefully,  appear  vicious. 

What  is  the  remedy  ? Educate  the  public 
and  that’s  the  problem.  The  days  of  making 
a better  mouse  trap  are  now  “horse  and  buggy 
days.”  They’ve  “Gone  with  the  Wind”  of 
public  misinformation.  As  generations  change 
we  of  medicine  must  change.  If  Truth  is 
crushed  to  earth  it  will  rise  again  and  it  is 
only  of  Truth  that-  I speak.  A lady  of  my 
acquaintance,  about  to  embark  for  Honolulu 
from  Los  Angeles  was  put  to  considerable 
time  and  trouble  to  secure  a health  certificate 
from  some  M.  D.  This  accomplished,  she  was 
much  disturbed  (with  more  time  lost)  to  find 
out  that  it  was  necessary  for  her  to  secure 
another  showing  that  the  doctor  who  signed 


first  was  a regular  M.  D.  This  is  a true  occur- 
rence and  in  this  anecdote  lies  the  crux  of  a 
considerable  question.  Who’s  Who  in  medi- 
cine with  cults  to  the  right  of  us  and  cults 
to  the  left  of  us  ? 

In  our  society  in  Androscoggin  County 
there  are,  we  will  assume,  one  hundred  well- 
trained  medical  men.  There  are  also  thou- 
sands of  people,  in  all  walks  of  life,  to  whom 
a doctor  is  a doctor  whether  he  be  a cultist 
or  an  M.  D.  Cults  and  cultists  (although 
present  down  through  the  centuries  as  miracle 
men  or  soothsayers),  cultists,  I repeat,  have 
been  mushroomed  in  great  numbers  on  an  un- 
suspecting public.  Owing  to  the  suddenness 
of  this  cultist  thrust,  accompanied  and  made 
possible  by  loopholes  in  the  law,  to  which, 
as  I have  stated,  lawmakers  pay  little  atten- 
tion, owing  to  this  sudden  onset  of  cultists, 
the  public  is  left  in  a somewhat  confused 
state  as  to  what  is  what,  which  is  which  and 
who  is  who. 

The  answer  to  this  confusion,  to  my  mind,  - 
is : education  of  the  public.  Who  should  do 
the  educating  ? My  answer  is,  the  County 
Medical  Society  should  be  one  source  from 
which  the  guiding  thoughts  of  an  educational 
program  should  emanate. 

The  proponents  of  socialized  medicine  de- 
pict its  possible  advantages,  cleverly,  in  the 
press,  on  radio  and  screen.  Cults  are  doing 
the  same  thing  but  the  hone.st-to-goodness 
M.  D.,  with  years  of  training  and  experience 
in  the  art  and  practice  of  medicine,  like  “Old 
Man  River”  he  just  keeps  goin’,  he  just 
keeps  goin’  along,  and  there’s  nothing  said 
about  it. 

To  be  sure,  of  late,  considerable  emphasis 
has  been  -placed  on  the  family  doctor  and 
the  “old  country  doctor,”  but,  fortunately  or 
unfortunately,  we  are  not  all  country  doc- 
tors,— and  very  many  of  us  are  not  even 
family  doctors;  we  are  specialists,  clinicians, 
hospital  executives  and  so  on.  Now  my  point 
is  this : In  this  maelstrom  of  medical  thought, 
in  this  chaotic  condition  of  the  popular  mind, 
something  should  be  done  to  reveal  to  the 
public  the  real  qualifications  of  the  M.  D., 
and  his  work,  past  and  present,  in  the  build- 
ing of  American  Medicine  and  how  ? 

In  my  opinion,  each  and  every  County 
Society  should  have  a very  much  alive  full- 
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time  committee  which  has  to  do  with 
medical  publicity.  In  this  publicity  no  names 
of  M.  D.’s,  nor  their  individual  accomplish- 
ments would  ever  be  mentioned.  Almost 
every  business  in  the  world  is  keeping  the 
public  informed.  You  may  retort ; the  public 
knows  all  about  us.  My  answer  is ; they  do 
not.  Almost  every  day  some  person  asks  me; 
what  is  the  difference  between  these  new  doc- 
tors and  you  M.  D.’s?  This  reveals  a desire 
on  the  part  of  the  public  to  be  educated  in 
this  respect.  As  to  the  ways  in  which  this 
misfit  be  done  you  all  well  know.  Tliev  are 
the  ordinary  ways  of  the  press,  radio  and 
screen  plus  individual  incentive  to  broadcast 
truth.  Yever  by  aspersion  nor  innuendo  but 
by  straightforward  facts,  brief  and  to  the 
point,  on  what  the  degree  of  M.  D.  really 
means ; what  medicine  has  done  and  is  doing 
and  always  with  emphasis  on  the  M.  D.  The 
personnel  of  all  A-l  hospitals  is  made  up  of 
M.  D.’s.  Practically  all  M.  D.’s  have  had 
training  and  experience  in  accredited  hos- 
pitals. Practically  all  life  insurance  com- 
panies rely  upon  M.  D.’s  to  conduct  their 
medical  examinations.  The  medical  work  in 
State  and  Yational  institutions  is  carried  on 
by  M.  D.’s.  State  and  Yational  Public 
Health  Service  is  in  the  hands  of  M.  D.’s, 
the  Army  and  Yavy  utilize  the  services  of 
only  M.  D.'s,  and  so  on  and  on,  to  the  end 
that,  by  deduction,  the  public  may  realize 
more  forcibly  that  there  is  a difference  be- 
tween these  cultist  doctors  and  the  reqular 
M.  D/s. 

Every  M.  D.  should  be  his  own  and  the 
society’s  agent  for  the  dissemination  among 
his  patients  and  the  public  of  plain  facts, 
and  plain  truths  concerning  medicine  as  it 
is  today.  The  president  of  one  of  our  largest 
life  insurance  companies  recently  said  these 
words : “We  insurance  companies  have  got 
to  cooperate  more  with  the  general  public 
outside  of  our  policy  holder  family.  They 
have  questions  that  interest  them.  We  have 
means  of  reaching  them,  not  simply  as  pros- 
pects, but  as  members  of  the  public — and  we 
must  do  that,  in  whatever  channels  we  find 
fit,  but,  best  of  all  through  the  channels  of 


our  own  forces.”  Let  me  re-read  this  as  it 
might  apply  to  medicine,  substituting  M.  D. 
for  men  of  insurance.  We  M.  D.’s  have  got 
to  cooperate  more  with  the  general  public  out- 
side of  our  own  patients.  They  have  ques- 
tions that  interest  them.  We  have  means  of 
reaching  them,  not  as  potential  patients,  but 
as  members  of  the  public  and  we  must  do 
that  in  whatever  channels  we  find  fit,  but 
best  of  all,  through  the  channels  of  our  medi- 
cal society.  Let  me  cite  one  true  incident  of 
a few  days  ago.  A detail  man  was  in  a small 
town  and,  meeting  a friend,  the  following 
conversation  took  place : “Have  you  called 
to  see  Dr.  Blank?  He’s  a new  M.  D.,”  said 
the  friend.  “He’s  not  an  M.  D.,”  said  the 
drug  man.  “He  certainly  is,”  answered  the 
friend.  “How  do  you  know  he’s  an  M.  D.  ?” 
said  the  drug  man.  “I  saw  his  sign,  'Physi- 
cian and  Surgeon’,”  said  the  friend.  Yow 
hospitals,  public  services,  army  and  navy, 
state  institutions,  life  insurance  companies 
all  well  know  what  M.  D.  means  but  the 
public,  for  the  most  part,  does  not  hnow. 

Medicine  from  its  inception  has  been  an 
art  and  a science.  M.  D.’s,  we  trust  for  the 
most  part,  have  been  dignified  gentlemen  and 
may  they  continue  such  to  be,  but — let  us 
remind  ourselves  that  medicine  is  also  an 
industry.  What  industry,  in  this  day  and 
generation,  could  successfully  cany  on  with 
the  public  ill  informed  ? It  should  be  our 
province  to  truly  inform  in  every  way 
possible,  not  egotistically,  but  truly,  on  what 
M.  D.  means  and  what  American  Medicine 
is.  The  public  is  being  daily  informed  on 
what  M.  D.  does  not  mean  and  what  “hocus 
pocus”  does  mean.  Virgil  said  years  ago : 
“Dame  Humor,  than  whom  no  arrow  is  more 
swift,  steals  onward  in  the  night.”  In  these 
days  of  groups  and  clubs,  propaganda  is  be- 
ing directed  at  destroying  the  confidence  of 
the  public  in  American  Medicine  and  at  de- 
stroying and  discrediting  the  individual 
M.  D.  Shall  we  take  action  ? Shall  the 
County  Society  take  upon  itself  the  problem 
of  public  education  ? Or  shall  we  wrap  the 
draperies  of  our  couch  about  us  and  lie  down 
to  unpleasant  dreams  ? 


“Tuberculosis  is  the  captain  of  the  men  of 
death." — Jornsr  Bttxyan. 


There  is  no  such  thing  as  a trivial  injury 
in  a diabetic. 


118 


The  Journal  of  the  Maine  Medical  Association 


On  the  Nature  of  the  Neuroses 

By  Matthias  Makqtjabdt,  M.  D.,  Augusta  State  Hospital,  Augusta,  Maine 


Neuroses  are  aberations  from  the  so-called 
normal  mental  responses  to  so-called  normal 
demands  forced  upon  the  apparently  normal 
human  individual  by  the  ever-changing  en- 
vironment. The  person  suffers  from  the 
effects  of  this  aberation  and  seeks  help  from 
the  physician.  Upon  thorough  and  exhaustive 
physical  examination,  however,  the  physician 
is  unable  to  find  any  demonstrable  sources  for 
this  discomfort.  Consequently,  it  must  be  as- 
sumed that  the  person  examined  may  be 
hereditarily,  congenitally,  or  environmentally 
predisposed  to  respond  to  certain  more  or  less 
definable  life  situations  in  a manner  differing 
from  that  of  the  average  behavior  expected  by 
society  from  approximately  normal  people. 
The  intellectual  control  of  mood  changes, 
reality  appreciation,  responsibility  evalua- 
tion, seems  to  be  in  abeyance.  The  individual 
factor  is  greatly  enlarged  and  distorted.  Of 
all  the  so-called  diseases  known  to  medical 
science  the  neuroses  (and  the  psychoses)  are 
most  closely  dependent  upon  sociological  fac- 
tors. Because  of  this,  patients  suffering  from 
mental  aberations  of  various  kinds  were  diag- 
nosed as  sufferers  from  mental  disease  or  a 
disease  of  the  mind  and  were  treated  as  if 
they  possessed  primarily  negative  quantities. 
That  there  are  positively  purposive  factors  at 
work  could  only  comparatively  recently  be 
discovered  by  way  of  the  psycho-analytic 
method  of  examination.  The  findings  of 
these  examinations  of  the  psychic  or  uncon- 
scious drives  or  mechanisms  of  human  be- 
havior are  extremely  interesting,  complicated 
and  not  verbally  expressible,  because  of  the 
prevailing  emotional  tone  and  the  employ- 
ment of  symbolisms  which  are  often  not  com- 
prehensible by  the  average  rational  thinker. 
Consequently,  this  sphere  can  here  not  be 
entered  into,  explored  and  described.  How- 
ever, the  general  trend  of  behavior  disturb- 
ances can  be  shortly  summarized. 

The  direction  of  disturbances  of  behavior 
usually  expresses  itself  in  one  of  two  forms, 
either  by  exteriorization  or  by  interiorization 
of  activity.  If  exteriorization  is  the  mode  of 
expression,  the  person  afflicted  lives  his  or  her 


wishes  to  their  fulfillment  in  full  view  of  the 
world.  The  expressed  activities  are  sensa- 
tional, impressive,  often  terrifying,  with  ex- 
aggeration of  the  I value,  with  a tendency 
toward  physical  exhaustion.  If  interioriza- 
tion is  expressive  of  the  symptom  complex  of 
behavior,  the  afflicted  person  withdraws  into 
the  self  as  into  a shell.  Self-observation,  self- 
analysis,  meditation  or  brooding  becomes  rou- 
tine activity.  Every  new  development,  feel- 
ing, sensation,  is  gravely  appraised  and  loaded 
upon  the  already  heavily  burdened  Self. 
This  inaction  tends  to  progress  to  abstinence 
from  all  things.  Naturally  the  quality  and 
quantity  of  sensitivity,  receptivity,  attention, 
sensation,  and  expression  in  all  spheres  are 
correspondingly  affected  by  the  progression 
of  the  two  deep  varieties  of  behavior. 

In  consequence  of  these  progressive  altera- 
tions there  finally  develop  various  motor  dis- 
turbances of  one  or  more  special  organs  which 
may  mislead  the  examining  physician  into 
believing  that  he  is  dealing  with  organic  le- 
sions or  processes.  The  fact  that  so-called 
somatic  or  bodily  symptoms  can  and  do  actu- 
ally appear  in  the  presence  of  psychic  or 
functional  afflictions  must  always  be  remem- 
bered but  carefully  and  appropriately  evalu- 
ated. For  instance,  such  emotions  as  fear  and 
rage  may  produce  or  be  accompanied  by 
changes  in  the  endocrine,  cardio-vascular,  and 
other  systems. 

When  an  attempt  is  made  to  discuss  or  de- 
scribe the  pathology  of  the  neuroses,  it  im- 
mediately becomes  necessary  to  first  try  to 
envisage  the  indefinite  number  of  possible 
conflict  condensations  that  may  arise  within 
the  individual  whenever  efforts  are  made  to 
solve  the  problems  that  present  themselves 
during  the  evolution  of  the  forever  newly 
developing  alteration  in  the  person-society- 
environment  relationship. 

It  will  soon  be  discovered  that  when  the 
doctor  has  apparently  performed  his  whole 
duty  by  making  a scientifically  correct  diag- 
nosis of  the  patient’s  disease  symptoms,  has 
prescribed  appropriate  remedies,  has  outlined 
definite  regimes  and  indicated  a certain  mode 


Volume  XXXI , No.  5 


On  the  Nature  of  the  Neuroses 


II 9 


of  living,  all  of  this  may  leave  the  patient 
unsatisfied,  yes,  unprepared  to  attain  desir- 
able restoration  into  his  place  in  society.  The 
question  of  social  inadequacy  and  incapacity 
must  become  a matter  of  serious  concern  to 
the  doctor  and  lie  must  recognize  it  as  of 
fundamental  significance  in  designing  socio- 
medical  care  for  many  of  his  patients. 

It  must  of  course  be  understood  that  neu- 
rotic behavior  can  precede  and/or  succeed 
some  organic  disease.  When  the  physical 
condition  of  a rich  man  is  combined  with 
uncertainty,  anxiety,  inability  to  work,  the 
need  to  relinquish  his  obligations  to  his  fam- 
ily and  to  his  social  group,  emotional  dis- 
turbances of  one  kind  or  another  are  bound 
to  occur. 

When  we  venture  to  speak  or  write  of  con- 
stitutional etiologic  factors,  we  may  consider 
the  presence  of  traits  presented  by  the  patient 
as  a characteristic  of  the  family  because  fur- 
ther investigations  may  reveal  the  presence  of 
similar  traits  in  a long  line  of  family  ante- 
cedents. Some  characterists  may  be  found  to 
be  distinctly  characteristic  of  a particular 
individual  since  birth.  Again  traits  may  de- 
velop during  early  life  in  one  individual 
which  do  not  usually  develop  in  the  average 
normally  responding  person. 

When  we  search  for  acquired  causes  and 
reasons  for  maladjustment,  we  must  look  in 
the  environment  for  stimuli  which  may  pro- 
duce it.  How,  in  order  to  partly  comprehend 
the  multitude  of  potential  sources  for  mal- 
adjustment to  and  in  the  environment,  it  will 
become  apparent  that  our  environment  may 
include  almost  any  conceivable  object  rela- 
tionship ranging  from  macrocosmic  to  micro- 
scopic dimensions,  from  celestial  to  terrestial 
construction ; it  may  include  the  inorganic 
and  the  organic,  living  and  the  dead  and 
those  not  yet  born,  not  only  of  the  human 
realm  but  of  the  various  kingdoms  of  living 
and  non-living  things.  Then,  too,  one  en- 
vironment may  be  composed  of  a great  many 
interhuman,  social,  irritative  factors,  such  as 
found  in  life  as  a free  laborer,  a slave,  an 
unemployed,  an  unemployable,  an  immi- 
grant, a refugee,  the  response  is  different  in 
one  escaping  from  justice  than  in  one  escap- 
ing from  persecution  of  various  forms,  dif- 
ferent in  a lawful  citizen,  a lawless,  homeless, 


social  parasite,  a man  rich  enough  to  move 
freely  from  place  to  place,  a man  conscribed, 
regimented,  and  never  allowed  to  move  any- 
where without  definite  orders,  etc.,  a man  be- 
longing to  any  special  form  of  nationality, 
religion,  political  or  professional  group,  or 
uses  any  special  form  of  language,  and  so 
forth. 

After  meditation  over  the  indefinite  num- 
ber of  possibilities  in  source  material  which 
may  lead  to  a neurosis,  we  should  expect  to 
find  it  rather  difficult  to  arrive  at  a satisfac- 
tory system  of  classification.  For  purposes  of 
convenience  in  handling  the  problem,  neu- 
roses are  most  usually  divided  into  two 
groups.  One  group  is  said  to  contain  patients 
which  present  the  syndromes  known  in  medi- 
cal literature  as  the  “anxiety”  neuroses,  neu- 
rasthenias, hypochondriases,  and  sometimes 
the  “traumatic”  neuroses.  The  second  group 
is  said  to  include  the  “hysterias”  and  the 
“psychasthenias,”  as  well  as  the  “obsessive” 
and  “compulsive”  neuroses. 

The  more  detailed  description  of  a typical 
case  of  any  one  of  these  “typical”  syndromes 
is  very  difficult,  perhaps  not  possible  at  all  if 
one  considers  the  variety  of  possibilities  of 
the  source  material  from  which  a case  may 
develop.  The  differentiation  between  the  va- 
rious forms  or  types  probably  is  not  nearly  as 
important  as  the  differentiation  between  a 
neurosis  and  a psychosis,  the  latter  being 
socially  and  medicolegally  more  important 
because  the  case  under  consideration  may  re- 
quire immediate  temporary  or  prolonged  cus- 
todial detention  in  a hospital  for  nervous  and 
mental  diseases. 

In  regard  to  the  treatment  of  the  neurotic 
patient,  it  can  be  said  that  many  serious  at- 
tempts have  been  made  in  both  the  rational 
and  the  empiric  field  of  therapy.  The  treat- 
ment of  these  people  seems  to  be  considerably 
more  difficult  than  is  the  case  in  treating  a 
person  suffering  with  a definable  or  tangible 
lesion  or  disease.  A person  that  suffers  from 
the  symptoms  or  syndromes  of  some  form 
of  neuroses  does  not  wish  to  relinquish  more 
of  the  syndromes  of  his  form  of  neurosis  than 
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is  absolutely  necessary  to  make  his  life  in  his 
immediate  environment  more  comfortable  or 
more  endurable.  Consequently,  only  the 
symptoms  are  offered  for  treatment,  the  mire 
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from  the  basic  conflict-reactions  which  lie 
dormant  within  the  unconscious  nature  of  the 
patient  is  more  or  less  stubbornly  resisted, 
consciously  and  unconsciously. 

The  most  important  dictum  to  be  remem- 
bered in  treating  persons  suffering  from  neu- 
rotic symptoms  is  that  he  who  causes  no  phys- 
ical, psychic,  or  spiritual  injury  to  a patient 
by  his  efforts  at  treatment  has  already  done 
a great  deal. 

Much  has  been  tried  in  all  fields  of  medi- 
cine, surgery,  physio-  and  hydro-therapy,  as 
well  as  in  all  the  fields  of  metaphysical  activ- 
ity of  the  human  mind.  Some  measure  of 
temporary  relief  may  be  obtained  by  any  and 
all  of  them.  Aggravation  following  treatment 
tends  to  increase  in  severity  rather  than  les- 
sen with  its  continuance. 

The  so-called  technical  terms  one  often  sees 
and  hears  when  reference  is  made  to  psycho- 
analytic examination  of  the  patient  presum- 
ably suffering  from  a neurosis  are  such  as 
direct  exploration,  free  association,  sugges- 
tion; psychoanalysis,  has  the  accompanying 
features  of  positive  and  negative  transference 
depending  on  whether  the  patient  likes  or 
dislikes  this  physician-confessor  as  an  inter- 
ested or  disinterested  person,  or  as  a doctor, 
or  as  a substitute  for  a father,  brother,  or 
any  other  person  of  authority  which  may 
have  played  a part  in  the  patient’s  life  dur- 
ing the  formative  years. 

The  chief  difference  between  a consulta- 
tion for  a medical  or  surgical  condition  and 
one  for  some  nervous  or  mental  complaint  is 
this:  In  the  ordinary  consultation  we  encour- 
age the  patient  to  tell  his  own  story.  The 
clinician,  who  is  often  anxious  to  clinch  the 
diagnosis  of  an  organic  disease,  tries  to  keep 
his  patient  to  the  point  and  tends  to  remain 
indifferent  to  the  psychological  tension  he 
thereby  produces  in  both  physician  as  well  as 
patient. 

In  analytic  consultation  the  patient  is  per- 
mitted to  make  the  first  move  and  while  he  is 
getting  ready  the  physician  makes  useful 
mental  notes  from  his  bearing,  mannerisms, 
behavior  in  general  and  in  detail,  and  the 
manner  in  which  he  unfolds  his  story.  Only 
when  it  becomes  evident  that  the  patient  seek- 
ing consultation  unconsciously  repents  his 
courage  of  having  ever  rung  the  door  bell  and 


when  it  is  evident  that  much  condensation, 
displacement,  or  secondary  elaboration  of  his 
statements  is  being  offered,  the  physician 
may,  with  the  help  of  a few  leading  ques- 
tions, begin  the  uncovering  of  some  of  the 
tormenting  symptoms,  peculiarities  or  con- 
flicts. Subsequent  consultations  are  usually 
limited  to  one  hour.  Many  times  parents, 
friends,  etc.,  may  have  to  be  interviewed.  At 
other  times  they  may  arrange  for  consultation 
in  the  patient’s  behalf. 

The  last  phase  of  the  psychoanalytic,  now 
therapeutic  approach  of  a patient  usually 
conies  under  the  collective  term  “guidance.” 
This  depends  upon  the  flexibility  and  willing- 
ness of  the  patient  to  follow  the  path  indi- 
cated bv  the  physician  toward  the  regaining 
of  self-respect,  courage  to  face  new  problems, 
independence  of  constructive  thought  and  ac- 
tion, the  good  opinion  and  confidence  of  the 
people  who  depend  on  him,  and  the  like. 

Since  the  beginning  of  this  century,  psy- 
chotherapy has  been  tried  and  its  promoters' 
and  practitioners  claim  considerable  success 
for  the  various  methods  employed.  The  so- 
called  science  of  psychotherapy  aims  to  ana- 
lyze the  problems  of  the  patient  under  treat- 
ment and  tries  to  initiate  such  therapeutic 
measures  as  are  indicated  by  the  results  of 
the  analysis.  So-called  psycho-analytic  in- 
vestigation chiefly  consists  of  bringing  out 
the  person’s  content  of  his  conflicts.  This,  of 
course,  can  be  done  only  with  the  patient’s 
consent  and  in  the  waking  state.  The  meth- 
ods of  approach  differ.  The  physician  may 
be  seated  behind  the  head  of  a couch  upon 
which  the  patient  rests  in  complete  relaxa- 
tion. The  patient  is  expected  to  produce  from 
memory,  dreams,  inspiration,  stimulation,  to 
respond  to  certain  so-called  key  words  offered 
by  the  physician,  answer  to  questions  of 
direct  exploration,  or  to  give  expression  to 
any  thought  whatever  that  comes  into  his 
mind.  The  trained  physician  is  expected  to 
accumulate  all  of  these  productions,  interpret 
and  evaluate  them  and  direct  the  activities  of 
the  patient  in  such  a way  that  he  may  gain 
comfort  and  peace  from  the  thoughts  which 
torture  him  obsessively,  impulsively,  or  com- 
pulsively. During  these  analytic  seances  the 
physician  hopes  to  learn  the  patient’s  attitude 
toward  his  problems,  the  state  of  preservation 
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of  his  personality  traits,  his  social  setting,  his 
grasp  on  his  relationship  to  this  setting,  his 
emotional  contacts  and  emotional  insisdit  or 

O 

understanding.  The  patient  hopes  to  attain 
the  removal  of  the  causative  factors,  rehabili- 
tation in  his  social  sphere,  and  emancipation 
from  the  tyranny  of  his  conflict  situational 
behavior. 

The  more  usual  and  more  practicable 
method  of  investigation  and  one  that  is  open 
to  every  patiently-listening  physician  is  the 
systematic,  direct  inquiry.  The  method  does 
not  require  the  learning  of  new  terms  or 
methods.  The  physician  who  has  learned  to 
take  his  anamnesis  painstakingly  and  pa- 
tiently, to  listen  to  everything  the  patient  has 
to  tell  or  confess  and  by  experience  has 
learned  to  evaluate  meanings  as  presented  by 
the  patient  and  meanings  received  by  the 
physician,  rarely  fails  in  accomplishing  a 
great  deal. 

As  neither  the  outlines  commonly  recom- 
mended for  the  elicitation  of  physical  dis- 
eases nor  those  employed  for  the  detection  of 
emotional  instability  or  mental  aberation  are 
satisfactory  whenever  the  physician  tries  to 
probe  for  the  probable  and  possible  basic 
causes  for  the  development  of  each  neurosis, 
it  has  been  suggested  that  a so-called  psycho- 
somatic type  of  a history  be  obtained.  Here, 
in  casual  conversation,  careful  questioning, 
attentive  listening,  the  patient’s  characteris- 
tic make-up  is  elicited.  One  tries  to  discover 
as  much  as  possible  of  the  patient’s  early  re- 
actions, physically  and  mentally,  to  his  fam- 
ily, his  work,  his  social  environments,  which 
must  also  include  his  early  hobbies,  friends, 
church  experiences,  economic  state  variations  ; 
then  his  various  attachments  to  persons  of  the 
same  sex  and  the  sex  opposite  to  his ; then, 
too,  everything  concerning  noteworthy  expe- 
riences during  various  sicknesses  in  the  past 
must  be  discovered.  Following  this  introduc- 
tion one  tries  to  learn  something  of  the  pa- 
tient’s way  of  getting  ready  for  the  present 
illness.  Here  one  tries  to  discover  as  much 
as  possible  the  various  conflict  situations 
which  preceded  or  succeeded  attempts  at  ad- 
justment or  re-adjustment.  One  tries  to  learn 
of  alterations  of  constitution  of  body  form 
and  function,  of  possible  hereditary  or 


pseudo-hereditary  direct  or  indirect  informa- 
tion which  may  have  been  recently  acquired 
and  may  have  produced  a change  in  point  of 
view.  We  then  try  to  get  as  many  data  as  we 
can  concerning  chronological  correlations  of 
first  conscious  appearance  of  conflict  situa- 
tions, emotional  stresses  and  strains,  trau- 
matic events  of  physical,  psychic,  or  spiritual 
(metaphysical)  nature.  Incidentally,  we  will 
learn  during  such  an  interrogation  when  the 
first  symptoms  of  defense  against  conflict  ap- 
peared in  consciousness,  when  as  visible 
irregularity,  when  the  patient  began  to  suffer 
from  such  exteriorized  expression  of  internal 
conflict.  It  is  further  necessary  to  collect  and 
retain  whatever  material  can  be  obtained  con- 
cerning the  patient’s  insight  into  his  difficul- 
ties, his  amnesias,  and  his  unconscious  opera- 
tions as  talking,  singing,  writing,  walking, 
etc.,  in  the  unconscious  state  or  in  sleep. 

The  course  and  prognosis  of  the  neuroses 
depend  to  a large  extent  upon  the  causes  and 
the  possibility  of  removing  or  altering  them. 
Since  neuroses  in  general  depend  for  their 
causation  largely  upon  environmental  factors, 
course  and  prognosis  tend  to  do  likewise. 
The  disappearance  of  symptoms  of  a neurosis 
cannot  be  considered  as  a cure  of  the  under- 
lying causes.  A careful  and  patient  study  of 
what  appear  to  be  the  constitutional  or  fixed 
traits  may  enable  the  physician  to  judge 
about  how  far  he  may  expect  readjustment  to 
progress.  Likewise,  when  the  environment  in 
which  the  neurosis  was  produced  cannot  be 
altered,  the  outlook  for  complete  recovery  is 
very  doubtful.  In  such  matters  an  intelligent 
patient  can  often,  with  good  insight,  see  much 
further  than  his  physician. 

Naturally  every  patient  who  visits  his  per- 
sonal physician  expects  to  receive  from  him 
some  form  of  tangible  evidence  of  his  willing- 
ness and  ability  to  help.  Consequently,  no 
patient  wishes  to  be  taken  lightly.  He  or  she 
seriously  resents  being  sent  away  with  a re- 
mark like  “There  is  nothing  the  matter  with 
you,”  unless  it  is  made  at  the  termination  of 
an  examination  for  life  insurance.  The  pa- 
tient suffers,  and  suffers  keenly  from  what- 
ever symptoms  he  exposes  for  the  physician 
to  perceive  with  his  senses  or  his  instruments. 
The  patient  expects  his  physician  to  know 
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Cardiac  Emergencies  and  Their  Treatment* 

By  G.  R.  Brow,  M.  D.,  C.  M.,  F.  R.  C.  P.  (C.),  of  the  Royal  Victoria  Hospital,  Montreal,  P.  Q. 


The  subject  of  my  lecture  tonight  is  per- 
haps not  new  for  the  most  of  those  present, 
however,  I thought  the  subject  would  be  of 
sufficient  importance  that  you  might  all  per- 
haps wish  to  know  how  we  attempt  to  treat 
such  emergencies  and  to  know  the  physiologi- 
cal bases  of  our  therapy  in  these  cases. 

One  is  so  frequently  struck  with  the  fact 
that  there  still  is,  in  these  days  of  marked 
advances  in  our  knowledge  of  the  circulation, 
so  much  confusion  among  the  student  and 
medical  circles  about  the  treatment  of  such 
disturbances.  A proper  conception  of  the 
physiological  bases  of  these  upsets  is  there- 
fore very  important  when  one  has  to  con- 
sider the  mode  of  treatment  to  pursue. 

This  evening  it  is  my  purpose  to  present 
to  you  some  of  the  more  important  factors 
which  precipitate  acute  cardiac  emergencies 
and  to  outline  some  of  the  more  common 
methods  of  treatment  based  upon  our  present 
day  knowledge  of  the  underlying  disturbance 
of  the  normal  physiology.  For  purposes  of 
convenience  and  of  classification  of  the  sub- 
ject, I have  divided  the  matter  into  two 
groups.  Firstly  those  conditions  of  the  heart 
which  may  be  grouped  under  the  heading  of 
acute  cardiac  failure  which  leads  to  circula- 
tory collapse  and  secondly  those  acute  dis- 
turbances of  heart  rhythm  which,  while  not 
necessarily  leading  to  circulatory  collapse, 
are  in  themselves  emergencies. 

First  the  acute  cardiac  and  circulatory 
failure  cases — These  may  be  due  to  several 
independent  factors  or  combinations  of  fac- 
tors and  constitute  the  greater  number  of 
cardiac  emergencies  which  one  is  called  upon 
to  treat.  Under  this  heading  come  those  cases 
in  which  there  is  (1)  an  interference  in  the 
coronary  blood  flow  and  to  enumerate  these, 
we  have  coronary  artery  occlusion,  coronary 
artery  thrombosis  and  coronary  artery  emboli 
and  those  cases  which  present  an  inflamma- 
tion of  the  coronary  arteries,  i.  e.,  rheumatic, 
leuetic  and  typhoidal  forms  of  endarteritis. 
Then  (2)  we  have  the  cases  in  which  myo- 


cardial anoxemia  plays  a dominant  role; 
these  may  be  the  result  of  a general  systemic 
anaemia  (primary  or  secondary,  i.  e.,  per- 
nicious anaemia  or  leukemia),  bacteriemia 
causing  anaemia,  hemorrhage  or  blood  loss; 
anoxemia  during  anaesthesia ; high  altitudes ; 
acute  or  chronic  pulmonary  diseases ; sudden 
lowering  of  the  general  systemic  blood  pres- 
sure, i.  e.,  in  spinal,  avertin  and  chloroform 
anaesthesias  and  in  the  severe  anoxemia 
which  follows  pulmonary  artery  thrombosis. 
Finally  in  those  cases  which  present  the  pic- 
ture of  surgical  shock  in  which  peripheral 
blood  stasis  occurs  and  to  enumerate  we  may 
have  ruptured  abdominal  viscera,  head  in- 
juries, extensive  burns  and  poisons  such  as 
the  inhalation  of  carbon  monoxide  gas.  (3) 
The  cases  of  myocardial  toxemia  also  produce 
rapidly  the  symptoms  and  signs  of  acute 
heart  failure  and  under  this  heading  we  have 
hyperthyroidism  and  the  effect  of  certain 
drugs,  i.  e.,  pituitrin  used  to  control  hemor- 
rhage from  the  uterus  and  gaseous  distension 
of  the  stomach  and  intestines,  emetin  for  the 
treatment  of  amoebic  dysentery,  digitalis 
and  quinidine  while  being  used  to  treat 
cases  of  cardiac  congestive  failure  may  at 
times  precipitate  acute  emergencies  as  far  as 
the  heart  is  concerned,  i.  e.,  auricular  fibril- 
lation, ventricular  tachycardia,  heart-block 
and  cessation  of  heart  action.  Here  one 
should  mention  the  effects  of  adrenaline  and 
ephedrine  which  may  be  administered  to 
cases  of  collapse  of  the  circulation  and  these 
in  turn  may  frequently  precipitate  a very 
acute  disturbance  of  the  heart’s  action. 

There  are  very  definite  symptoms  and 
signs  which  signalize  the  onset  of  an  acute 
circulatory  or  congestive  failure  and  these 
are  common  to  all  cases  irrespective  of  the 
factors  causing  the  myocardial  inefficiency. 

The  individual  who  presents  this  circula- 
tory collapse  usually  complains  of  shortness 
of  breath  (dyspnoea)  at  rest  or  during  exer- 
tion, palpitation  or  consciousness  of  his  heart 
action,  cough,  sleeplessness  and  an  inability 
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to  lie  flat  in  bed  (orthopnoea)  ; precordial 
or  left-sided  chest  pain  or  referred  pains  into 
the  left  or  right  arms  or  both,  pains  radiating 
into  the  neck  or  along  the  lower  jaw  or  to  the 
epigastric  area  or  abdomen ; even  into  the 
lower  quadrants  of  the  abdomen  or  scrotum. 

The  physical  signs  of  circulatory  failure 
are  also  common  to  all  of  these  various  con- 
ditions which  precipitate  it  and  consist  usu- 
ally of  an  increase  of  heart  and  pulse  rates, 
increase  of  respiratory  rate,  pallor,  cyanosis 
and  cold  clammy  perspiration,  elevation  of 
the  venous  pressure  and  an  alteration  usually 
lowering  of  the  systemic  arterial  pressure 
and  a decrease  of  pulse  pressure.  The  lungs 
may  present  some  evidence  of  impaired  or 
restricted  motility,  there  may  be  alterations 
in  the  resonance  of  the  lungs  on  percussion; 
harsh  broncho-vesicular  breath  sounds  with 
alveolar  and  bronchial  moist  rales  and 
rhonchi.  Increase  in  the  transverse  diameter 
of  the  heart,  particularly  to  the  right  but  also 
sometimes  to  the  left ; change  in  the  character 
of  the  sounds  of  the  heart  particularly  the 
quality  of  the  first  heart  sound  which  be- 
comes less  snapping  and  of  a definitely  softer 
quality,  the  development  of  a triple  heart 
sound  (gallop  rhythm)  and  accentuation  of 
the  pulmonic  second  sound,  the  development 
of  an  apical,  mitral  or  tricuspid  systolic  mur- 
mur which  is  due  to  a relative  dilatation  of 
the  mitral  and  tricuspid  valve  rings  respec- 
tively. 

The  abdomen  frequently  becomes  dis- 
tended accompanied  by  (1)  engorgement  and 
swelling  of  the  liver  which  on  palpation  will 
be  found  quite  tender  and  sensitive  and  there 
may  be  some  upper  abdominal  muscular 
splinting.  (2)  Engorgement  of  the  entire 
gastro-i n test  i n al  tract  with  blood  which  will 
result  in  gaseous  distension  of  the  stomach, 
small  and  large  intestines.  As  this  engorge- 
ment of  the  liver  and  abdominal  viscera  con- 
tinues one  mav  even  be  able  to  demonstrate 
the  presence  of  free  fluid  (ascites)  in  the 
peritoneal  cavity. 

The  volume  of  urine  will  be  decreased  and 
there  may  even  be  anuria  during  the  acute 
collapse.  The  urine  itself  appears  quite  con- 
centrated, dark  in  colour  even  smoky  and 
hemorrhagic,  with  usually  a high  specific 
gravity  and  on  microscopic  examination  it 


may  show  red  hlood  cells  and  casts ; albumin 
in  varying  quantities  can  also  be  demon- 
strated. 

The  above  symptoms  and  signs  of  acute 
circulatory  failure  indicate  in  a general  way 
cardiac  inefliciency.  It  is  desirable  fre- 
quently to  differentiate  the  signs  of  failure 
of  the  right  and  of  the  left  hearts  respec- 
tively. The  differentiation  between  these  two 
definite  forms  of  heart  failure  has  been  made 
possible  by  our  present  day  knowledge  of  the 
sndden  disturbances  in  the  circulation  which 
occur  in  the  individual  right  and  left  heart 
chambers  which  we  now  recognize  in  those 
individuals  who  are  the  subjects  of  coronary 
artery  occlusions  or  thrombosis.  However, 
one  must  not  be  too  dogmatic  in  stating  that 
these  differences  are  all  so  simple  and  so  well 
defined.  Many  cases  which  one  is  called  upon 
to  treat  may  present  signs  in  which  both  the 
right  and  left  sides  participate  and  in  these 
one  must  infer  that  the  heart  as  a whole,  and 
by  that  I mean  the  myocardium  of  both  sides, 
has  become  involved. 

The  findings,  which  are  perhaps  more  char- 
acteristic of  right  heart  failure,  are  cyanosis, 
elevation  of  the  venous  blood  pressure,  dila- 
tation of  the  right  border  of  the  heart,  en- 
largement and  engorgement  of  the  liver  with 
the  early  development  of  ascites  and  periph- 
eral oedema. 

The  signs  of  left  heart  failure  consist  of 
early  congestion  of  the  pulmonary  vascular 
system,  marked  accentuation  of  the  pulmo- 
nary second  sound  at  the  base  of  the  heart, 
marked  dyspnoea  without  early  cyanosis  but 
with  pallor,  cough  with  or  'without  expectora- 
tion and  a very  sudden  fall  in  the  systemic 
blood  pressure  which  may  be  preceded  by  a 
short  period  of  elevation. 

Let  us  now  for  a few  moments  consider 
what  is  the  basic  upset  in  the  physiology  of 
the  general  circulation  which  brings  about 
this  acute  state  of  circulatory  failure.  We 
have  been  speaking  of  those  conditions  which 
customarily  cause  an  upset  in  the  myocar- 
dium itself  and  if  we  analyse  these  we  shall 
find  that  there  are  several  common  important 
factors  which  bring  this  about. 

Basically  then  one  finds  that  a localized 
anoxemic  state  of  the  heart  muscle  itself  or 
a general  systemic  state  of  anoxemia  will  pre- 
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cipitate  an  acute  circulatory  failure.  Proper 
oxygenation  of  the  heart  muscle  is  at  all  times 
an  essential  factor  in  the  preservation  of  an 
efficient  circulation. 

A poorly  functioning  heart  muscle,  how- 
ever produced,  will  create  certain  other  dis- 
turbances in  the  general  circulation.  A 
smaller  stroke  volume  from  either  ventricle 
will  result,  which  in  turn  will  cause  a drop 
in  the  general  systolic  blood  pressure  and 
create  a poor  coronary  artery  blood  flow  and 
this  will  tend  to  create  a stasis  in  the  right 
side  of  the  heart,  thereby  giving  rise  to  a 
rapid  accumulation  of  blood  in  the  venous 
radicles.  Engorgement  and  distension  of  the 
venous  channels  will  then  result.  This  stasis 
on  the  venous  side  of  the  general  circulation 
will  cause  many  of  the  physical  signs  which 
we  have  already  mentioned,  i.  e.,  cyanosis,  en- 
gorged veins,  pulmonary  stasis  and  oedema, 
engorgement  and  swelling  of  the  liver,  pe- 
ripheral oedema,  etc.  On  the  other  hand  a 
failure  of  the  left  side  of  the  heart  will  give 
rise  to  an  acute  engorgement  of  the  pul- 
monary vessels  with  a burden  placed  upon  the 
right  side  of  the  heart  and  in  this  one  will 
find  dyspnoea  and  cough. 

The  second  type  of  case  which  constitutes 
a cardiac  emergency  is  that  showing  an  acute 
disturbance  of  rate  or  rhythm.  These  either 
cause  the  heart  to  beat  more  rapidly,  irregu- 
larly or  produce  such  symptoms  as  will  affect 
very  acutely  the  individual’s  general  circula- 
tory efficiency. 

The  arrhythmias  which  commonly  create 
such  disorders  are: 

(1)  Auricular  fibrillation  (rapid  form  or 
paroxysmal  form). 

(2)  Auricular  flutter. 

(3)  Paroxysmal  tachycardia  (auricular, 
nodal  or  ventricular  form). 

(4)  Complete  heart-block  which  suddenly 
develops  in  a case  showing  a previous 
partial  block  (Stokes  Adams  at- 
tacks) . 

(5)  Isolated  or  grouped  auricular  or  ven- 
tricular extrasystoles. 

These  several  arrhythmias  require  a little 
explanation,  as  to  the  mode  of  their  develop- 
ment, and  their  effect  on  the  general  circula- 
tion. 


Auricular  fibrillation  and  flutter  for  con- 
venience may  be  classed  together,  because 
each  of  these  represents  a disturbance  within 
the  auricular  myocardium  which  results  in  a 
complete  loss  of  all  co-ordination  of  auricular 
activity  and  in  each  of  these  there  is  devel- 
oped a rapid  impulse  wave  which  in  the  case  of 
fibrillation  circulates  in  a very  varying  course 
throughout  the  auricular  myocardium  and  in 
the  case  of  flutter  proceeds  in  a more  constant 
and  uniform  path.  Both  of  these  arrhythmias 
then  establish  a certain  degree  of  stasis  with- 
in the  auricles  and  they  do  not  empty  as  com- 
pletely into  the  ventricles  as  when  the  regular 
pacemaker  control  exists.  This  results  in  a 
dilatation  of  the  auricular  cavities.  At  the 
same  time  there  is  an  irregular  and  some- 
times regular  impulse  leaving  the  auricles  to 
pass  into  the  A-V  node  and  thereby  to  initiate 
the  ventricular  contractions.  This  gives  rise 
to  a very  rapid  regular  or  irregular  ventricu- 
lar response  which  results  in  a variable  vol- 
ume of  blood  leaving  either  ventricle  with 
each  systole. 

As  a result  of  both  auricular  flutter  and 
fibrillation  we  find  a variable  pulse.  It  may 
be  rapid  or  slow,  regular  or  irregular  there 
will  be  a varying  pulse  volume  and  tension. 
This  in  turn  causes  the  symptoms  of  palpi- 
tation, breathlessness,  fatigue  and  dizziness 
and  even  faintness  and  collapse. 

Paroxysmal  tachycardia  is  another  form 
of  cardiac  arrhythmia  which  frequently 
causes  an  acute  emergency.  This  type  of 
heart  arrhythmia  can  be  either  auricular, 
nodal  or  ventricular  (right  or  left)  in  origin 
and  is  best  diagnosed  and  appraised  by  the 
abruptness  of  onset  and  offset  of  each  indi- 
vidual attack.  Heart  rates  during  these  at- 
tacks may  be  recorded  at  150  to  210  or  more 
beats  per  minute  and  as  far  as  clincal  evi- 
dence goes  the  heart  action  is  regular.  It  has 
been  pointed  out  by  several  observers  that  the 
rhythm  in  the  case  of  ventricular  paroxysms 
is  slightly  irregular  and  that  in  the  case  of 
those  of  auricular  origin  it  is  perfectly  regu- 
lar. This  is  very  difficult  to  appraise  at  the 
bedside  but  may  be  demonstrable  on  the 
electrocardiograms. 

In  these  cases  of  paroxysmal  tachycardia 
one  frequently  is  able  to  elicit  the  story  that 
between  attacks  the  heart  rhythm  is  usually 
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regular,  but  tliat  from  time  to  time  there  may 
be  a consciousness  of  a periodic  and  isolated 
form  of  arrhythmia  due  to  the  presence  of 
isolated  or  grouped  premature  beats  (extra- 
svstoles).  These  isolated  irregularly  placed 
extrasystoles  can  usually  be  shown  to  be  of 
the  same  form  as  are  those  of  the  actual 
paroxysm  and  come  from  the  same  chambers 
of  the  heart.  Paroxysmal  tachycardia  then 
may  be  regarded  as  a condition  in  which  the 
extrasystolic  form  controls  the  rhythm. 

This  form  of  arrhythmia  disturbs  the  gen- 
eral circulation  first  by  the  fact  that  the 
heart’s  action  is  so  rapid,  that  the  time  of 
diastolic  filling  of  the  chambers  is  so  short, 
that  the  stroke  volume  from  the  ventricles 
becomes  very  small  and  secondly  on  account 
of  the  rapid  rate,  cause  a very  rapid  fatigue 
of  the  heart  muscle  with  frequently  the  oc- 
currence of  an  acute  dilatation  of  the  heart 
chambers  and  sometimes  favours  the  develop- 
ment of  congestive  failure.  This  latter  con- 
dition  will  only  follow7  if  the  myocardium  is 
already  diseased  before  the  paroxysms  occur. 

The  clinical  symptoms  referable  to  cases  of 
paroxysmal  tachycardia  are  a sense  of  flut- 
tering within  the  chest,  marked  palpitation, 
pallor,  faintness  and  dizziness,  sometimes 
dyspnoea  ; a sense  of  fullness  within  the  chest 
and  even  substernal  or  precordial  pains. 

Finally  I would  mention  the  condition 
known  as  complete  heart-block.  Here  one 
usually  finds  a very  slow7  heart  or  pulse  rate 
winch  is  perfectly  regular  in  rhythm.  The 
usual  heart  or  pulse  rates  in  these  cases  of 
complete  heart-block  are  commonly  below  50 
beats  per  minute  but  not  very  uncommon  are 
rates  of  70-80  per  minute  and  I have  re- 
corded cases  of  complete  block  in  which  the 
ventricle  beat  at  96  per  minute.  Once  this 
degree  or  grade  of  block  has  become  com- 
pletely established  there  are  very  few  symp- 
toms complained  of  by  the  individual.  You 
will  notice,  however,  that  in  those  cases  who 
show7  a very  slow7  heart  rate  belowT  50  beats 
per  minute,  that  their  activities  are  often 
slow7  and  deliberate  as  are  their  mental  pro- 
cesses. They  move  about  and  talk  and  think 
slowdy  and  deliberately.  In  fact  they  may 
even  appear  more  like  cases  of  severe  grades 
of  hypothyroidism.  They  may  tell  you  that 
they  have  found  they  are  unable  to  hurry 


about  their  daily  duties  as  they  had  done  be- 
fore. Some  will  complain  of  easily  induced 
giddiness  or  a sense  of  faintness  if  they 
change  posture  too  rapidly  and  may  complain 
of  a sense  of  fullness  in  the  precordial  or 
substernal  areas  with  a sense  of  breathless- 
ness on  exerting  themselves  unduly. 

The  physical  findings  in  cases  wdiich  pre- 
sent a complete  auriculo-ventricular  dissocia- 
tion (block)  are  not  numerous,  i.  e.,  a slow  or 
normal  regular  heart  action,  with  w7ell  devel- 
oped heart  sounds  and  frequently  with  an  ac- 
centuation of  the  second  sound  over  the  base 
and  particularly  over  the  aortic  area.  One 
may  hear  the  auricular  contraction  sound  and 
this  will  be  interspersed  irregularly  between 
the  regular  ventricular  sounds  and  sometimes 
superimposed  upon  the  ventricular  sounds  in 
which  case  the  ventricular  sounds  will  become 
much  louder  and  booming  in  character.  Quite 
typical  of  cases  showing  a complete  heart- 
block  are  the  blood  pressure  findings  ; there  is 
usually  an  elevated  systolic  pressure  and  a 
lowered  diastolic  pressure.  This  will  result  in 
an  increase  of  the  pulse  pressure  and  in  turn 
one  may  have  a collapsing  character  dis- 
played not  unlike  that  found  in  cases  of 
aortic  regurgitation. 

There  are  no  acute  cardiac  emergencies  in 
cases  presenting  complete  heart-block,  but 
there  are  in  those  udio  have  a change  of 
rhythm  from  a partial  to  a completely  blocked 
state.  In  these  there  is  usually  a period  of 
complete  ventricular  standstill  which  causes 
the  individual  to  collapse  and  faint  suddenly; 
become  very  pale  and  waxy  in  appearance 
and  if  the  standstill  persists  for  some  minutes 
there  will  result  a definite  general  body 
convulsion. 

Treatment 

The  treatment  of  all  of  these  cardiac  emer- 
gencies consists  primarily  in  an  accurate  un- 
derstanding of  the  normal  physiology  of  the 
circulation.  Knowing  this  we  are  better  able 
to  recognize  the  pathological  variations  wdiich 
one  finds  and  then  w7e  can  prepare  to  relieve 
and  assist  the  circulation  wherever  it  may  be 
required. 

In  the  case  of  those  individuals  wdio  show 
signs  of  an  acute  circulatory  failure,  wre 
recognize  the  increased  heart  rate,  the  dysp- 
noea, cyanosis,  cough,  elevated  or  lowered 
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blood  pressure,  the  distended  and  swollen 
venous  channels,  i.  e.,  jugular  veins  and  ante- 
cubital  and  forearm  veins  when  these  are  ob- 
served above  the  level  of  the  base  of  the  heart, 
the  dilated  right  border  of  the  heart  and  the 
tender  and  enlarged  swollen  edge  of  the  liver 
below  the  costal  margin.  All  of  these  physical 
signs  indicate  a failure  of  the  heart  muscle 
to  propel  the  blood  forward  into  the  aorta 
and  arteries  and  this  results  in  an  overload- 
ing of  the  right  heart  chambers  and  a general 
stasis  in  all  of  the  venous  channels  in  the 
body. 

The  first  consideration  then  should  be  to 
unload  quickly  the  venous  radicles  in  order 
to  relieve  the  burden  of  the  heart  particularly 
the  right-sided  chambers.  This  is  done  by  a 
prompt  venous  aspiration  of  blood ; it  may 
only  be  necessary  to  remove  100-300  c.c.  of 
blood  before  one  will  notice  a striking  im- 
provement in  the  individual’s  condition.  At 
this  point  I should  like  to  emphasize  the  im- 
portance of  noting  the  general  blood  pressure 
in  the  patient  before  attempting  to  remove 
any  blood  and  if  the  pressure  be  low,  namely, 
at  or  below  100  m.m.  Hg.,  I would  hesitate 
to  withdraw  any  blood.  This  is  quite  impor- 
tant to  observe  because  by  removing  several 
hundred  c.c.’s  of  blood  you  will  only  further 
reduce  the  general  systemic  arterial  pressure 
which  will  result  in  a poorer  coronary  artery 
pressure  and  the  myocardial  function  will 
only  be  further  impaired. 

Individuals  in  a state  of  acute  circulatory 
failure  have  an  extremely  distressed  type  of 
breathing  and  usually  a severe  productive  or 
unproductive  cough,  are  apprehensive  and 
anxious,  restless  and  thrashing  about  the  bed 
and  complain  of  a severe  substem al  or  pre- 
cordial sense  of  weight,  oppression  or  actual 
pain.  This  should  always  be  arrested  bv  giv- 
ing  a 14  or  1/2  grain  of  morphine,  hypoder- 
mically. If  there  is  a known  sensitivity  or 
idiosyncrasy  to  this  drug  then  one  should 
substitute  a *4  to  1 c.c.  of  Pantopon,  as  this 
will  not  so  readily  cause  the  nausea  and  vom- 
iting which  morphine  itself  produces.  Di- 
laudid  may  also  be  given  in  place  of  mor- 
phine or  Pantopon  as  it  rarely  upsets  the 
stomach.  Morphine  or  other  opium  deriva- 
tives must  be  given  somewhat  cautiously,  be- 
cause in  the  presence  of  very  marked  and 


deepened  cyanosis  the  respiratory  center  may 
suddenly  fail  under  its  influence.  Caution 
then  in  the  use  of  morphine  in  deeply  cya- 
nosed  individuals  must  be  taken  and  if  one 
is  anxious  then  give  the  smaller  dose  to  begin 
with  and  wait  to  note  its  effect  before  repeat- 
ing the  dose.  Morphine  or  other  opium  is  the 
only  drug  to  relax  and  relieve  the  individual 
of  his  apprehension  and  anxiety,  relieve  the 
dyspnoea  and  abate  the  cough  and  also  re- 
lieve the  preeordial  distress  or  pain.  It  is 
really  one  of  the  specific  forms  of  therapy 
that  we  possess. 

The  use  of  Atropine  along  with  morphine 
in  these  cases  has  been  too  commonly  advo- 
cated in  the  past  and  personally,  I feel  it  has 
no  place  in  the  treatment  of  acute  circulatory 
failure.  If  you  recall  what  the  therapeutic  or 
pharmacological  action  of  Atropine  is  you 
will  perhaps  grasp  the  reasons  for  its  omis- 
sion. Atropine,  it  is  claimed,  tends  to  dry 
up  the  secretions  of  the  mouth  and  throat 
and  bronchi  and  for  this  sole  reason  it  has 
been  used  but  if  you  stop  to  understand  its 
true  action,  you  will  realize  that  not  only  may 
it  do  this,  but  at  the  same  time  it  will  para- 
lyze the  vagal  nerve  endings  in  the  heart  and 
this  in  turn  will  promote  a more  rapid  heart 
action.  Increase  in  the  heart  rate  is  what  one 
attempts  to  avoid. 

I have  already  spoken  of  the  cyanosis 
which  occurs  in  these  cases  of  acute  failure. 
The  lack  of  proper  oxygenation  of  the  blood 
is  due  primarily  to  the  congestion  and  oedema 
within  the  alveolar  spaces  of  the  lungs  them- 
selves and  also  to  the  general  increase  in  the 
venous  pressure  throughout  the  body  where 
the  blood  flow  becomes  so  extremely  slow  that 
a more  complete  removal  of  the  oxygen  car- 
ried by  the  blood  takes  place.  This  general 
depletion  of  the  oxygen  in  the  circulating 
blood  causes  in  itself  a very  definite  effect 
upon  the  heart  muscle  as  well  as  the  other 
tissues  of  the  body.  The  myocardium  and 
brain  suffer  and  as  a result  the  efficiency  of 
both  becomes  rapidly  affected  and  the  circu- 
lation rapidly  fails. 

Oxygen  then  is  of  very  great  value  in  the 
treatment  of  all  of  these  cases  of  acute  circu- 
latory failure  and  may  be  administered 
through  a mask,  nasal  tube  or  proper  oxygen 
tent.  The  latter  is  much  the  more  satisfac- 
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tory  way  in  giving  oxygen  and  the  tent  is 
ever  so  much  less  disturbing  and  annoying 
to  the  patient. 

All  of  these  cases  of  acute  congestive  fail- 
ure at  the  onset  show  a definite  degree  of 
shock  in  that  the  surface  of  the  body  is  cold 
and  it  is  bathed  in  a very  profuse  drenching 
cold  perspiration.  This  state  indicates  a very 
slow  circulation  through  the  skin  generally 
and  in  order  to  combat  this  one  should  sur- 
round the  body  with  dry,  warm,  light  bed- 
clothing, with  hot-water  bottles  or  electric 
pads.  Heat  will  tend  to  promote  a more  rapid 
circulation  through  the  skin  and  other  super- 
ficial vessels  and  will  aid  the  return  of  venous 
blood  to  the  right  side  of  the  heart. 

These  individuals  in  a state  of  an  acute 
circulatory  collapse  complain  frequently  of 
great  thirst.  This  desire  for  fluids  is  due  to 
the  great  loss  of  water  from  the  body  by  the 
profuse  perspirations,  the  rapid  loss  of  fluid 
in  the  rapid  respirations  and  the  generalized 
oedema  which  rapidly  develops  in  most  of 
the  organs  and  tissues  of  the  body.  It  is  not 
desirable  to  replace  this  fluid  too  quickly  as 
the  more  fluid  given  by  mouth  or  perhaps  one 
may  say  by  vein,  the  greater  will  be  the  in- 
crease of  the  quantity  of  circulating  fluids 
and  at  the  beginning  I have  tried  to  show 
the  importance  of  relieving  the  congestion  by 
venapuncture.  Small  amounts  of  fluid  may 
be  permitted  by  mouth  to  appease  this  desire 
to  quench  the  thirst,  but  a restriction  to  800 
or  1000  c.c.’s  in  the  24-hour  period  for  a few 
days  following  the  attack  is  quite  sufficient. 
There  is  a great  temptation  to  increase  the 
general  systemic  blood  pressure  level  in  these 
cases  by  giving  an  intravenous  injection  of 
saline  or  glucose.  This  is  contraindicated  in 
the  great  majority  of  cases  because  our  whole 
therapy  is  directed  towards  lessening  the 
amount  of  work  the  heart  has  to  perform  and 
by  giving  intravenous  injections  of  fluid  we 
only  defeat  this  purpose.  In  cases,  however, 
of  surgical  shock  and  in  those  in  which  a 
great  blood  loss  or  anaemia  is  found  one  must 
give  either  fluid  or  blood  in  order  to  increase 
the  amount  of  circulating  fluid  and  raise  the 
general  arterial  pressure  but  in  giving  these 
one  must  make  the  injection  very  slowly  in 
order  that  too  sudden  a load  may  not  be 
thrown  upon  the  already  fatigued  or  weak- 
ened myocardium. 


Just  as  there  seems  to  be  a great  tempta- 
tion to  give  fluids  in  these  acute  cases,  so 
also,  there  appears  to  be  a greater  urge  to 
administer  drugs  of  all  types.  The  heart 
stimulants  commonly  prescribed  are  of 
course,  Digitalis  and  its  derivatives,  stimu- 
lants of  the  circulation  such  as  Caffeine, 
Strychnine,  Adrenaline  and  more  recently 
Coramine  are  sometimes  freely  used.  Again 
you  must  recall  what  has  actually  happened 
in  these  cases  which  present  the  signs  of  an 
acute  circulatory  failure  before  even  consider- 
ing the  use  of  any  of  these  medications.  Re- 
member that  the  heart  and  circulation  have 
been  suddenly  insulted  and  that  to  readjust 
they  are  already  laboring  and  have  become 
over  burdened.  You  do  not  wish  to  increase- 
in  any  way  the  work  done  by  the  heart 
muscle  and  therefore,  you  should  not  con- 
sider using  any  form  of  therapy  that  will 
increase  or  stimulate  it  to  greater  efforts. 
Leave  well  enough  alone,  promote  rest  in  the 
burdened  and  damaged  heart,  peace  and  re- 
laxation of  mind  and  body  should  be  sought 
and  above  all  hesitate  to  administer  any  stim- 
ulant either  directed  to  the  heart  itself,  the 
nervous  system  or  the  circulatory  apparatus. 
If  you  remember  this  you  will  have  accom- 
plished much  in  the  way  of  helping  to  restore 
the  already  greatly  taxed  circulation  within 
the  body. 

Before  closing  I must  mention  the  methods 
now  employed  in  treating  those  cardiac  emer- 
gencies which  are  created  by  acute  disturb- 
ances in  the  heart’s  rhythm. 

I have  spoken  of  auricular  fibrillation  and 
flutter  and  both  of  these  may  occur  in  acute 
paroxysms  or  more  permanent  forms.  In  the 
care  of  fibrillation  of  the  paroxysmal  type  we 
usually  administer  Quinidine  Sulphate  in 
doses  of  three  grains,  three  to  six  times  in  the 
24  hours  and  this  may  be  continued  for  sev- 
eral days  until  the  regular  rhythm  is  restored. 
If  regular  rhythm  is  not  restored  then  Digi- 
talis should  be  administered,  but  only  after 
24  or  48  hours  have  elapsed  after  the  Quini- 
dine has  been  stopped.  Quinidine  and  Digi- 
talis administered  together  may  cause  a very 
serious  disturbance  within  the  heart,  namely, 
ventricular  fibrillation  which  may  end  in 
death.  Fibrillation  of  the  auricles  when  this 
is  permanently  established  is  treated  always 
with  Digitalis  and  sufficient  quantities  are 
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One  Thousand  Tuberculin  T ests  with  Purified  Protein  Derivative 

By  Edward  A.  Greco,  M.  D.,  F.  A.  C.  P.,  and  Mary  G.  Gordon,  R.  iST.,  M.  T. 


From  January  15,  1935,  to  October  11, 
1938,  one  thousand  consecutive  tuberculin 
tests  were  done  at  the  Children’s  Hospital. 
All  admissions  are  tested  routinely  in  this 
institution.  The  tuberculin  used  was  the 
purified  protein  derivative  as  described  by 
Florence  B.  Seibert.  The  intradermal 
method  was  employed,  of  course.  When  test- 
ing was  negative  with  the  first  strength 
(.00002  mg.),  the  second  strength  was  used 
(.005  mg.).  All  positive  reactors  received 
chest  X-rays. 

This  group  of  cases  is  offered  as  a nucleus 
for  further  reports.  Xo  attempt  has  been 
made  to  establish  any  conclusions.  It  is 
hoped,  therefore,  that  many  new  surveys  will 
be  published  on  testing  with  purified  protein 
derivative.  The  superiority  of  this  material 
is  unquestioned.  The  product  is  sponsored  by 
the  Committee  on  Medical  Research  of  the 
Uational  Tuberculosis  Association.  Old  tu- 
berculin varies  so  much  in  its  method  of  pro- 
duction and  consequently  its  virulence  that 
there  is  no  seeming  uniformity  of  strength 
in  different  localities;  because  of  this,  it  was 
felt  by  many  that  figures  recording  the  in- 
stances of  tuberculous  infection  in  different 
parts  of  the  country  did  not  permit  of 
comparison. 

The  one  disadvantage  of  cost  of  purified 
protein  derivative  has  been  markedly  dis- 
counted because  of  the  low  price  to  institu- 
tions doing  group  testings.  The  specificity  of 
this  material  and  the  elimination  of  the  un- 
desirable effects  of  the  fat  and  sugar  fractions 
of  the  tubercle  mycobacterium  outweigh  the 
disadvantage  of  cost. 


So  far  as  it  is  known  to  the  authors,  this 
is  the  first  published  group  of  figures  regard- 
ing purified  protein  derivative  in  Maine. 
There  were  9.5%  positive  reactors.  This  is 
a little  lower  perhaps  than  expected  because 
we  were  dealing  with  a lower  average  age 
group.  All  the  more  reason  that  reports 
should  come  in  from  clinics  employing  puri- 
fied protein  derivative  in  older  patients. 
There  were  fifty-three  reactors  on  the  first 
strength  and  forty-two  individuals  showed 
definitely  positive  on  the  second  strength, 
making  a total  of  ninety-five  reactors.  This 
shows,  too,  the  importance  of  using  the 
stronger  solutions,  for  it  is  to  be  seen  that 
forty-two  more  children  were  “screened  out” 
by  repeating  the  tests  with  the  second 
strength  purified  protein  derivative.  All  the 
patients  were  residents  of  Maine  and  all  the 
sixteen  counties  of  the  State  were  repre- 
sented, Cumberland  County  having  the  larg- 
est representation  and  Hancock  and  Piscata- 
quis the  lowest.  In  thirty  of  these  cases  there 
was  a definite  history  of  contact  with  tuber- 
culosis. This  leaves  sixty  positive  cases  in 
whom  no  history  of  contact  could  be  deter- 
mined. This  showed  that  not  all  cases  are 
infected  in  the  home.  There  were  thirty-five 
cases  that  had  osseous  tuberculosis  proven  by 
X-ray  (Children’s  has  a large  orthopedic 
service).  Five  cases  had  definite  active  pul- 
monary tuberculosis  (reinfection  type). 

Since  the  writing  of  this  report,  Dr.  Seibert  has 
further  purified  protein  derivative,  and  it  is  ex- 
pected that  the  new  product  will  soon  be  available 
commercially. 
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One  Thousand  Tuberculin  Tests  with  Purified  Protein  Derivative 


Counties 

Positive 

Positive  History 

Age 

Osseous  Tuberculosis 
As  Shown  by  X-ray 

Pulmonary  Tuberculosis 
Reinfection  Type 

Androscoggin 

20 

95 

131 

Average 

30 

5 

Aroostook 

106 

or 

or 

Six  Years 

or 

or 

Cumberland 

571 

9.5% 

13% 

3% 

.5% 

Franklin 

12 

Hancock 

4 

Kennebec 

38 

Knox 

32 

Lincoln 

15 

Oxford 

23 

Penobscot 

9 

Piscataquis 

4 

Sagadahoc 

23 

Somerset 

11 

Waldo 

5 

Washington 

11 

York 

106 

1,000 
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given  to  bring  the  apex  or  heart,  rate  to  be- 
tween 70  and  80  beats  per  minute. 

Auricular  flutter  is  treated  both  in  the 
acute  paroxysmal  and  permanent  forms  with 
Digitalis  and  with  this  drug  we  attempt  to 
slow  the  heart  rate  to  between  70  and  80 
beats  per  minute.  Frequently  and  even  more 
commonly  the  fluttering  auricle  will  revert 
to  a condition  of  fibrillation  under  the  influ- 
ence of  Digitalis  and  if  you  stop  the  drug  at 
this  point,  in  about  GO-65  % of  the  cases  reg- 
ular rhythm  will  be  restored  as  the  drug  effect 
wears  off.  After  the  regular  pacemaker  takes 
over  the  control  one  may  prescribe  Quinidine 
in  these  cases  to  prevent  a return  of  the 
auricular  flutter. 

Paroxysmal  tachycardia  both  of  the  auric- 
ular and  ventricular  forms  is  more  commonly 
treated  with  Quinidine  Sulphate  and  in  this 
form  of  arrhythmia  we  usually  prescribe 
large  doses  of  the  drug  in  the  24-liour  period, 
i.  e.,  9-36  grains.  Mecholin  intravenously  in 
auricular  paroxysmal  tachycardia,  vagal  pres- 
sure and  pressure  over  the  eye-balls  may  also 
be  attempted  in  these  cases  and  in  many  it 
may  be  sufficient  to  break  the  rhythm  and 
restore  the  normal  pacemaker  control.  Seda- 
tives, i.  e.,  Phenobarbital,  Morphine,  Bro- 
mides, etc.,  may  be  employed  and  inquiry 


into  the  use  of  coffee,  tea,  tobacco,  alcohol 
may  also  be  made  as  these  beverages  and 
stimulants  may  play  an  important  factor  in 
initiating  these  paroxysms.  Menstrual  ar- 
rhythmia may  be  a possible  underlying  cause 
and  correction  of  same  with  Emmenin  will 
frequently  lessen  the  incidence  of  attacks. 

Acute  emergencies  frequently  arise  in  cases 
of  partial  heart-block  (A-V  block)  when  the 
block  becomes  complete  and  there  results  a 
complete  dissociation  between  the  events  oc- 
curring in  the  auricles  and  those  which  take 
place  in  the  ventricles.  When  this  occurs 
there  may  be  a complete  standstill  of  the  ven- 
tricles before  it  will  initiate  its  own  ectopic 
pacemaker.  This  will  result  in  wliat  we  call 
a Stokes-Adams  attack  which  may  manifest 
itself  in  a general  convulsion  with  loss  of 
consciousness  in  the  individual.  These  at- 
tacks and  seizures  require  very  careful  ap- 
praisal before  instituting  any  therapy.  The 
more  common  drugs  used  in  these  cases  are 
Adreneline  or  Ephedrine,  Barium  Sulphate 
or  Caffeine  and  their  action  is  one  which 
stimulates  and  excites  the  ventricle  to  activ- 
ity. In  some  cases  showing  these  attacks  it 
may  be  necessary  to  inject  these  drugs  di- 
rectlv  into  the  heart  itself  right  through  the 

•J  0 0 

chest  wall. 
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The  President’s  Page 


To  the  Members  of  the  Maine  Medical  Association : 

Each  month  on  this  page  the  President  of  our  Association  writes  a 
message  for  the  good  and  interest  of  the  organization.  At  the  Fall  Clinical 
Session  in  Waterville,  the  President  asked  the  President-elect  to  prepare 
the  page  for  May,  1940.  Therefore,  the  different  signature  at  the  bottom 
of  the  page  doesn’t  indicate  any  illness,  indisposition  or  idleness  on  the  part 
of  Doctor  Pratt,  but  rather  a desire  to  give  the  incoming  President  an 
opportunity  to  write  something  for  the  consideration  of  the  members. 

In  the  first  place,  the  President-elect  thanks  everyone  for  intrusting 
him  with  the  responsibilities  of  the  President’s  office.  In  the  second  place, 
he  asks  everyone  to  give  serious  thought  to  the  plans  and  proposals  which 
are  brought  forward  from  time  to  time  to  change  the  practice  of  medicine 
in  one  way  or  another.  As  time  goes  on,  more  suggestions,  and  new  plans 
will  give  all  of  us  food  for  thought  and  discussion. 

The  County  Medical  Society  seems  the  right  and  proper  body  to  dis- 
cuss them.  Therefore  the  President-elect  would  like  to  have  every  qualified 
Doctor  of  Medicine  in  the  State  of  Maine  an  active,  paid-up  member  of 
his  County  Society.  And  he  would  like  to  have  each  County  Society  con- 
tinue to  select  for  Secretary,  a devoted  member,  who  is  willing  and  eager 
to  work  and  work  hard  for  the  interest  of  organized  medicine.  Further- 
more, he  would  be  pleased  to  have  each  Society  elect  with  thought  and  care 
as  delegates  to  the  House  of  Delegates,  members  who  would  make  every 
effort  to  attend  regularly  and  participate  in  the  deliberations.  And  in  con- 
clusion, he  would  be  grateful  to  all  Committees  which  hold  their  meetings 
and  forward  their  reports  to  the  Secretary  of  the  State  Association  on  or 
before  the  due  date. 

Doubtless  all  incoming  Presidents  have  cherished  similar  thoughts 
and  the  present  one  realizes  the  many  demands  on  the  practicing  physician’s 
time  but  he  also  realizes  that  the  physicians  are  living  in  a changing  era 
and  that  strong,  sound  organization  is  essential  for  expression  of  their 
considered  opinion. 

Thomas  A.  Foster,  M.  D., 
President-elect , Maine  Medical  Association 
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Editorial 

Maternal  Welfare  in  Maine 


The  maternal  welfare  campaign  conducted 
in  Maine  for  the  last  five  years  is  apparently 
bearing  fruit  by  awakening  physicians  to 
their  responsibility  and  increasing  their 
knowledge  of  proper  procedures  in  obstetrics. 
Greater  availability  of  hospital  facilities  and 
the  consequent  greater  number  of  patients  re- 
ceiving hospital  care  undoubtedly  has  influ- 
enced the  mortality  rate,  and  it  is  possible 
that  the  work  of  the  Maine  Medical  Associa- 
tion committee  on  maternal  welfare  may  have 
played  a small  part  through  its  educational 
efforts.  The  establishment  of  prenatal  and 
pediatric  clinics  should  also  receive  credit, 
and  will  probably  be  of  greater  value  as  their 
facilities  are  more  fully  utilized. 

Recent  figures  released  by  the  Vital  Sta- 
tistics Department  of  the  United  States  Bu- 
reau of  the  Census  show  a gratifying  decrease 
in  maternal  mortality  during  the  last  ten 
years  for  the  United  States  as  a whole,  and 
incidentally  for  Maine.  Infant  deaths  under 
one  year  of  age  in  this  state  have  also  de- 
creased materially,  but  those  under  one  day 
have  shown  no  appreciable  change. 

In  1931,  when  the  preliminary  survey  in 
Maine  was  instituted,  the  number  of  mater- 
nal deaths  (due  to  obstetrical  causes)  was 
128,  a death  rate  of  7.9  per  thousand  live 
births;  in  1938,  the  last  year  for  which  com- 
plete figures  are  available,  there  were  70  ma- 
ternal deaths,  a rate  of  4.0  per  thousand  live 
births.  The  number  of  deliveries  has  re- 
mained practically  the  same  for  each  year  of 
the  period.  In  1931,  28%  of  the  deaths  in 
Maine  were  due  to  toxemia,  15%  to  sepsis 
and  13%  to  hemorrhage;  in  1938,  17%  were 
due  to  toxemia,  28%  to  sepsis  and  15%  to 
hemorrhage.  These  percentages  are  interest- 
ing, as  showing  a reversal  in  the  number  of 
deaths  due  respectively  to  toxemia  and  sep- 
sis. For  the  first,  time  in  ten  years  the  num- 
ber of  deaths  from  toxemia  has  been  less  than 
those  from  infection.  This  indicates  that 
better  prenatal  care  is  being  given  patients, 
and  that  both  patients  and  physicians  are 
more  aware  of  its  necessity.  If  the  deaths 


from  infection  had  been  reduced  in  propor- 
tion to  those  from  toxemia,  fifteen  lives  of 
mothers  would  have  been  saved  in  1938,  and 
the  maternal  death  rate  for  Maine  would 
have  been  only  3.3  per  thousand  live  births, 
well  below  the  average  figure  for  the  United 
States. 

This  is  a responsibility  which  is  distinctly 
up  to  the  medical  profession,  as  the  majority 
of  deaths  from  infection  are  preventable, 
with  proper  delivery  technique  and  after- 
care. Even  though  statistics  may  not  be 
wholly  reliable,  the  improvement  already 
shown  proves  that  better  work  is  being  done 
in  obstetrics,  and  should  be  an  incentive  to 
greater  effort  on  the  part  of  all  concerned  to 
make  childbirth  a safe  event  for  the  mothers 
of  Maine. 

The  Committee  on  Maternal  Welfare  of 
your  association  has  the  generous  and  en- 
thusiastic support  of  the  State  Bureau  of 
Health,  and  can  promise  aid  in  the  way  of 
instruction,  establishment  of  prenatal  clinics, 
consultation  service,  and  any  other  assistance 
within  its  power,  when  requested  by  a county 
medical  society  or  any  responsible  group  of 
medical  men.  A Demonstration  Area  in  the 
vicinity  of  Waterville  is  now  functioning 
under  the  direction  of  the  State  Bureau  of 
Health.  It  provides  aid  to  physicians  in  the 
care  of  indigent  cases,  furnishing  prenatal 
care,  nursing  assistance  in  delivery  in  the 
home,  hospitalization  if  necessary,  and  con- 
sultation if  requested,  the  case  remaining 
wholly  in  the  hands  of  the  family  physician, 
who,  in  certain  cases,  may  even  receive  par- 
tial compensation  for  his  services.  This  as- 
sistance is  rendered  only  upon  request  of  the 
attending  physician,  and  is  in  no  way  in- 
tended to  apply  to  patients  who  are  able  to 
pay  for  adequate  medical  care.  Physicians 
in  the  ten  towns  where  this  service  is  avail- 
able have  made  use  of  it  and  apparently  find 
it  helpful  to  them  and  to  their  indigent  pa- 
tients. If  it  proves  as  beneficial  as  prelimi- 
nary reports  indicate,  it  is  hoped  that  other 
areas  in  the  state  which  lack  public  clinics 


132 


The  Journal  of  the  Maine  Medical  Association 


may  be  provided,  with  the  same  sort  of  serv- 
ice. Such  projects  are  approved  by  the  Amer- 
ican Committee  on  Maternal  Welfare,  and 
are  not  in  any  sense  of  the  word  an  encroach- 
ment of  so-called  “state  medicine”  upon  the 
rights  and  privileges  of  private  practice. 

Certainly,  in  the  nation-wide  effort  to  re- 


duce maternal  and  infant  mortality,  Maine 
should  play  her  part,  and  each  individual 
physician  should  do  all  in  his  power  to  im- 
prove his  own  standard  of  obstetrical  care, 
and  to  give  his  patients  that  degree  of  skill 
and  competent  attention  to  which  they  are 
entitled. 


Revised  Wagner  George  Hospital  Bill 

Copy  of  telegram  received  April  24,  1940,  from  Olin  West,  M.  D.,  Secretary  of  the 
American  Medical  Association. 

Maine  Medical  Association 
Frederick  R.  Carter 
22  Arsenal  Street,  Portland,  Me. 

Senate  Committee  on  Education  and  Labor  will  submit  revised  Wagner  George 
Hospital  Bill  today.  Am  informed  that  several  suggestions  for  amendment  to 
original  Bill  proposed  by  Representatives  of  American  Medical  Association  and 
National  Hospital  Associations  are  included  in  revised  Bill.  Will  send  copy  of 
new  Bill  as  soon  as  Official  Copies  are  available.  (Signed)  Olin  West 
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what  ails  him  and  how  to  relieve  his  discom- 
fort preferably  with  tangible  or  understand- 
able means  or  method.  Therefore,  the  success- 
ful doctor  who  does  not  hesitate  to  include 
patients  suffering  with  neurosis  among  his 
clientele  will  receive  considerable  enjoyment 
from  dealing  with  these  people.  He  will  learn 
to  understand  them  and  will  not  ever  know- 
ingly send  them  away  less  satisfied  than  they 
came.  Medical  practice  is  all-inclusive ; as  a 
science  it  is  privileged  to  draw  from  all 
sciences,  as  an  art  it  enjoys  the  freedom  to 


make  use  of  all  tools  which  may  offer  fair 
promise  to  make  human  life  more  endurable 
and  more  worthwhile  to  the  individual  and  to 
the  community.  The  successful  physician 
may  and  often  does  draw  from  all  three  of 
the  great  realms,  namely  the  physical,  the 
psychic,  and  the  spiritual.  Man  moves  in  all 
three  and  all  find  expression  in  man.  The 
physician  of  man  knows  that  each  sphere 
offers  much  that  is  good  and  he  learns  by 
experience  what  is  best  in  his  hands  for  each 
of  his  patients. 


A recent  study  of  14  general  hospitals  in 
Hew  York  State  where  a routine  chest  X-ray 
was  made  on  all  cases  admitted,  showed  1.2% 
of  4,000  patients  to  have  significant  lesions 
and  0.7  % of  adult  admissions  were  found  to 
have  hitherto  unsuspected  active  tubercu- 
losis. If  the  same  condition  prevails  gener- 
ally, it  means  that  45,000  unrecognized  cases 
of  tuberculosis  were  admitted  to  general  hos- 
pitals during  1937.  — Whitney,  J.,  Amer. 
Rev.  of  Tuber.,  Aug.,  1939. 


It  has  been  shown  frequently  that  physi- 
cians treat  their  own  dyspeptic  difficulties  too 
lightly.  After  the  age  of  45  years  such  symp- 
toms should  be  evaluated  with  meticulous 
care  and  this  should  include  roentgenologic 
investigation.  Physicians  should  apply  the 
same  principles  to  their  patients  who  have 
chronic  complaints  that  relate  to  the  stomach. 
—Andrew  B.  Rivees,  M.  D.,  Jour.  A.  M. 
A .,  September  23,  1939. 


Volume  XXXI , No.  5 


County  News  and  Notes 


133 


County  News  and  Notes 


Cumberland 

A clinic  and  dinner  meeting  of  the  Cumberland 
County  Medical  Society  was  held  Thursday,  April 
25,  1940,  at  Portland  Maine. 

The  following  cases  were  presented  at  the  Clinic 
at  the  Maine  General  Hospital  at  4.45  P.  M.: 

Endometriosis  of  Fallopian  Tube — C.  E.  Dun- 
ham, M.  D. 

Vitamin  Deficiency  (B) — D.  H.  Daniels,  M.  D. 

Hepatic  Cirrhosis  and  Vitamin  B Deficiency — 
E.  R.  Blaisdell.  M.  D. 

Vitamin  Deficiency  (B) — E.  H.  Drake.  M.  D. 

Diverticulum  of  Stomach — G.  A.  Tibbetts,  M.  D. 

Reconstructive  Operations  in  a Case  of  Poliomye- 
litis—H.  W.  Lamb,  M.  D. 

Demonstration  from  the  Laboratory  Staff— 
Mortimer  Warren,  M.  D.,  and  .1.  E.  Porter,  M.  D. 

Unexplained  Temperature  in  Infant  Mastoiditis 
— C.  H.  Gordon,  M.  D. 

Pemphigus — Leon  Babalian,  M.  D. 

Demonstration  of  Vital  Capacity  Apparatus — 
E.  A.  Greco,  M.  D. 

Dinner  at  the  Lafayette  Hotel  at  7.00  P.  M.  was 
followed  by  a business  meeting  and  the  evening 
program. 

Joseph  E.  Porter,  M.  D.,  of  Portland,  was  elected 
to  membership. 

A letter  from  the  State  Commander  of  the  Amer- 
ican Legion  to  the  President  of  the  Maine  Medical 
Association  was.  read  and  discussed. 

The  National  Physicians’  Committee  was  dis- 
cussed. 

Stephen  A.  Cobb,  M.  D.,  Councilor  for  this  Dis- 
trict, was  present  and  outlined  the  program  for  the 
annual  meeting  of  the  Maine  Medical  Association 
to  be  held  at  Rangeley  Lakes  and  urged  all  mem- 
bers to  attend. 

Herbert  Kelly,  M.  D.,  of  Philadelphia,  guest 
speaker,  presented  an  excellent  address  on  Import- 
ant Phases  of  Nutrition  and  Vitamin  Deficiency 
Disorders.  The  address,  enjoyed  by  all  present, 
was  discussed  by  Elton  R.  Blaisdell,  M.  D.,  M.  Car- 
roll  Webber,  M.  D.,  W.  F.  W.  Hay,  M.  D„  George 
A.  Coombs,  M.  D.,  and  Dr.  Alvah  C.  Thompson  and 
Dr.  Ira  W.  Stockwell  of  the  Portland  Dental 
Society. 

One  hundred  members  and  guests  from  the  Port- 
land Dental  Society  attended. 

Donald  II.  Daniels,  M.  D., 

Secretary. 


Portland  Medical  Club 
The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  April  2,  1940,  at  8.15  P.  M.  The 
President,  Dr.  F.  A.  Ferguson,  presided.  There 
were  thirty  members  and  one  guest  present. 

Dr.  Henry  B.  Finks  was  elected  to  membership. 
The  paper  of  the  evening  was  presented  by  Dr. 
James  M.  Parker.  His  subject  was  The  Surgical 
Treatment  of  Varicose  Veins.  The  paper  was  dis- 
cussed by  Drs.  W.  E.  Tobie,  I.  M.  Webber,  P.  P. 
Thompson,  E.  S.  Lothrop,  R.  0.  Meisenbach,  and 
E.  A.  McLean 

Alice  Wi-iittier,  Secretary. 


Kennebec 

A meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Augusta  General  Hospital, 
Augusta,  Maine,  Thursday,  April  18,  1940. 

Clinical  Session  at  5.00  P.  M.,  which  was  pre- 
sided over  by  Blynn  O.  Goodrich,  M.  D„  President 
of  the  Association. 

1.  Hypernephroma  With  Lung  Metastasis — 
John  Metzgar,  1VI.  D. 

2.  Sub-acute  Glomerular  Nephritis — Thomas 
Fay,  M.  D. 

3.  Three  Cases  of  Rheumatic  Fever — W.  H. 
McWethy,  M.  D. 

4.  Acute  Appendicitis  With  Complications — G. 
H.  Lambert,  M.  D. 

5.  Streptococcus  Laryngitis— Pierre  Provost, 
M.  D. 

Dinner  was  at  6.30  P.  M.,  which  was  followed  by 
a business  meeting. 

Minutes  of  the  last  meeting  were  read  and 
approved. 

The  application  of  Paul  D.  Giddings,  M.  D.,  of 
Augusta,  Maine,  was  received  and  referred  to  the 
Council. 

The  address  of  the  evening  was  given  by  Wil- 
liam Reid  Morrison,  M.  D.,  of  Boston,  Mass.,  the 
title  of  which  was:  Management  of  Complications 
of  Appendicitis.  His  talk  was  very  instructive  and 
practical,  and  brought  out  a great  deal  of  discus- 
sion. 

There  were  50  members  and  guests  present. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary. 


Penobscot 

Charles  L.  Scudder,  M.  D.,  consulting  surgeon 
for  the  Massachusetts  General  Hospital,  Boston, 
was  guest  speaker  at  the  dinner  and  clinic  of  the 
Penobscot  County  Medical  Association,  March  19, 
1940.  The  dinner  served  at  the  Eastern  Maine  Gen- 
eral Hospital  following  the  clinic  was  attended  by 
many  of  the  members  of  the  County  Association 
and  several  guests. 

Doctor  Scudder’s  lecture  on  Fractures  of  Os 
Calcis  was  illustrated  by  moving  pictures. 

Forrest  B.  Ames,  M.  D.,  Secretary. 


Joseph  H.  Pratt,  M.  D„  Chief  of  Staff  of  the 
Pratt  Diagnostic  Hospital,  Boston,  guest  speaker 
at  the  meeting  of  the  Penobscot  County  Medical 
Association,  Tuesday,  April  16,  1940,  conducted 
Medical  Ward  Rounds  at  the  Eastern  Maine  Gen- 
eral Hospital  at  9.30  A.  M. 

Dinner  at  the  Bangor  House  at  6.30  P.  M.  was 
followed  by  a business  meeting  and  the  evening 
program  at  which  Doctor  Pratt  spoke  on  Recent 
Advances  in  the  Diagnosis  and  Treatment  of  Pan- 
creatic Disease. 

Forrest  B.  Ames,  M.  D.,  Secretary. 
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York 

The  quarterly  meeting  of  the  York  County  Medi- 
cal Society  was  held  on  April  3,  1940,  at  the  Ken- 
nebunk  Inn,  at  Kennebunk,  Maine.  Those  present 
enjoyed  one  of  the  best  dinners  ever  served  at  a 
Society  meeting. 

The  business  meeting  opened  at  2.15  P.  M.  with 
the  reading  of  the  minutes,  followed  by  remarks 
from  our  State  President,  George  L.  Pratt,  M.  D. 
He  spoke  on  State  conditions  in  general  and  on 
Socialized  Medicine. 

Doctor  Cobb  of  Sanford  spoke  on  plans  for  the 
annual  meeting  at  Rangeley  Lakes. 

It  was  voted  to  omit  the  summer  meeting. 

The  meeting  was  then  turned  over  to  E.  E.  Holt, 
M.  D.,  of  Portland,  and  the  following  program 
proved  to  be  one  of  the  most  interesting  for  a long 
time. 

Management  of  Head  Injuries: 

Neurology — Eugene  Macdonald,  M.  D„  Portland, 
Maine. 


Surgery — William  Cox,  M.  D.,  Lewiston,  Maine. 


X-Ray — John  P.  Goodrich,  M. 
Maine. 

D., 

Waterville, 

First  Aid — Harry  Brinkman, 
Maine. 

M. 

D„  Wilton, 

Ocular  Signs — E.  E.  Holt,  M.  D.,  Portland,  Maine. 
There  were  eighteen  members  and  thirteen 
guests  present. 

Our  next  meeting  will  be  held  in  the  evening  at 
Biddeford,  Maine,  on  October  2,  1940. 

C.  W.  Kinghorn,  M.  D.,  Secretary. 


New  Members 

A ndroscoggin 

J.  B.  Marcotte,  M.  D.,  Lewiston,  Maine. 

Aroostook 

Bernard  Gagnon,  M.  D.,  Patten,  Maine. 

F.  F.  Larrabee,  M.  D.,  Washburn,  Maine. 

Robert  B.  Somerville,  M.  D.,  Presque  Isle,  Maine. 

Cumberland 

Joseph  F.  Porter,  M.  D.,  Portland,  Maine. 

Oxford 

Alfred  Oestricli,  M.  D.,  Mexico,  Maine. 

Washington 

Alfred,  W.  Norris,  M.  D.,  Jonesport,  Maine. 

York 

Leon  Neman,  M.  D.,  Portland,  Maine. 


Coming  Meetings 

County  Medical  Societies 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Secretary. 


May  16,  1940.  Veterans’  Administration,  To- 
gus,  Maine. 

Speaker — Joseph  V.  Meigs,  M.  D.,  Boston,  Mas- 
sachusetts. 

Subject — Female  Endocrinology. 

State  Medical  Associations 

Connecticut  State  Medical  Society,  Creighton  Bark- 
er, M.  D.,  258  Church  Street,  New  Haven, 
Secretary. 

Annual  Meeting — Hartford  May  22-23,  1940. 

Maine  Medical  Association,  Frederick  R.  Carter, 
M.  D.,  22  Arsenal  Street,  Portland,  Secre- 
tary. 

Annual  Meeting — Rangeley  Lakes,  June  23-25, 
1940. 

Massachusetts  Medical  Society,  Alexander  S.  Begg, 
M.  D.,  8 The  Fenway,  Boston,  Secretary. 

Annual  Meeting — Boston,  May  21-22,  1940. 

New  Hampshire  Medical  Society,  C.  R.  Metcalf, 
M.  D.,  5 S.  State  Street,  Concord,  Secre- 
tary. 

Annual  Meeting — Manchester,  May  14-15,  1940. 

Rhode  Island  Medical  Society,  Guy  W.  Wells,  M. 

D.,  124  Waterman  Street,  Providence,  Sec- 
retary. 

Annual  Meeting — Providence,  June  5-6,  1940. 

National  Medical  Societies 

American  Medical  Association,  Olin  West,  M.  D., 
535  North  Dearborn  Street,  Chicago,  Sec- 
retary. 

Annual  Meeting — New  York,  June  10-14,  1940. 


EXPERIENCED  PHYSICIAN:  With  hospital 
training,  private  practice,  internship,  National 
Board,  wants  position  with  hospital  or  assis- 
tantship  to  busy  practitioner.  Special  experi- 
ence in  Medicine,  Tuberculos,  Psychiatry, 
Physiotherapy.  Available  by  luly.  Reply  to 
lournal  Maine  Medical  Association,  22 
Arsenal  St.,  Portland,  Maine. 


For  Sale 

The  office  equipment  of  the  late  Arthur  A. 
Shaw,  M.  D.,  of  Clinton,  Maine.  Furniture, 
books,  instruments  and  drugs.  If  interested 
call  at  Doctor  Shaw's  office  or  write  to: 
Ethel  F.  Shaw,  Clinton,  Maine. 


For  Rent 

Offices  and  equipment  of  the  late  Fred  A. 
Bragdon,  M.  D.,  Inquire  of  Mrs.  Fred  A. 
Bragdon,  28  Main  Street,  Springvale,  Maine. 
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Notices 


A.  M.  G.  A.  Golf  Tournament 

The  American  Medical  Golfing  Association  will 
hold  its  twenty-sixth  annual  tournament  at  Winged 
Foot  Golf  Club,  Mamaroneck  (Westchester  Coun- 
ty), New  York,  on  Monday,  June  10,  1940.  Mem- 
bers may  tee  off  from  7.30  A.  M.  to  2.00  P.  M. 

Fifty  Trophies  and  Prizes:  Thirty-six  holes  of 

golf  will  be  played  in  competition  for  the  fifty 
trophies  and  prizes  in  the  eight  events. 

Two  18-Hole  Championship  Courses:  The  twen- 
ty-sixth tournament  of  the  American  Medical  Golf- 
ing Association  at  Winged  Foot  promises  to  be  a 
wonderful  affair.  The  club  is  one  of  the  most 
elaborate  in  the  country,  with  a beautiful  club- 
house and  two  sporty  courses.  The  A.  M.  G.  A. 
officers  anticipate  that  some  250  to  300  medical 
golfers  from  all  parts  of  the  United  States  will 
play  36  holes  in  New  York  on  June  10th. 

Application  For  Membership:  All  male  Fellows 
of  the  American  Medical  Association  are  eligible 
and  cordially  invited  to  become  members  of  the 
A.  M.  G.  A.  Write  Executive  Secretary,  Bill  Burns, 
2020  Olds  Tower,  Lansing,  Michigan,  for  applica- 
tion blank.  Participants  in  the  A.  M.  G.  A.  tourna- 
ment are  required  to  present  their  home  club 
handicap,  signed  by  the  club  secretary,  at  the  first 
tee  on  the  day  of  play.  No  handicap  over  30  is 
allowed.  Only  active  Fellows  of  the  A.  M.  G.  A. 
may  compete  for  prizes.  No  trophy  is  awarded  to 
a Fellow  who  is  absent  from  the  annual  dinner, 
which  is  always  worth  while  waiting  for! 


State  of  Maine 

Board  of  Registration  of  Medicine 

Adam  P.  Leighton,  M.  D.,  Secretary 

List  of  Physicians  licensed  in  Maine,  March 
13,  1940: 

C.  Davis  Belcher,  M.  D.,  Farrington  Hospital, 
Portland,  Maine. 

William  B.  Blaisdell,  Jr.,  M.  D.,  489  State  Street, 
Bangor,  Maine. 

John  A.  Caswell,  M.  D.,  Eastern  Maine  General 
Hospital,  Bangor,  Maine. 

Clement  L.  Donahue,  M.  D.,  Maine  General  Hos- 
pital, Portland,  Maine. 

George  F.  Emerson,  M.  D.,  Farmington,  Maine. 

Donald  C.  Gates,  M.  D.,  Gray,  Maine. 

Paul  D.  Giddings,  M.  D.,  25  Gage  Street, 

Augusta,  Maine. 

Maximilian  Hirschler,  M.  D.,  5 Jefferson  Street, 
Lewiston,  Maine. 

John  R.  Merrick,  M.  D.,  Maine  General  Hospital, 
Portland,  Maine. 

Rosario  A.  Page,  M.  D.,  Bridgeport  Hospital, 
Bridgeport,  Connecticut. 


Hans  Schurmann,  M.  D„  St.  Mary’s  Hospital, 
Lewiston,  Maine. 

Reinhold  Gerard  Eduard  Ulpts,  M.  D„  White 
Plains  Hospital,  White  Plains,  New  York. 

Preston  James  van  Kolken,  M.  D„  143  East  22nd 
Street,  Holland,  Michigan. 

Through  Reciprocity 

Paul  Vincent  Davis,  M.  D.,  Warrenton,  Virginia. 

Samson  Fisher,  M.  D„  Bristol,  Maine. 

John  T.  Guy,  M.  D.,  Portsmouth,  New  Hamp- 
shire. 

Joseph  Gardiner  Ham,  M.  D.,  Maine  General 
Hospital,  Portland,  Maine. 

Hyman  Hillstein,  M.  D„  Mt.  Desert,  Maine. 

Joseph  P.  Reath,  M.  D„  St.  Davids,  Pennsyl- 
vania. 


New  England  Pediatic  Society 
May  15,  1940 

4.00-5.30  P.  M.  Clinical  Presentation  by  Staff  at 
Massachusetts  General  Hospital. 

6.15  P.  M.  Refreshments  at  Longwood  Towers. 
7.00  P.  M.  Dinner  at  Longwood  Towers.  Price, 

$1.50. 

8.15  P.  M.  Symposium  on  Adolescence. 

1.  Psychological  Disturbances  and  Adjustments 
of  Adolescence — James  S.  Plant,  M.  D„  Essex  Coun- 
ty Juvenile  Clinic,  Newark,  N.  J. 

2.  Scholastic  Difficulties  of  Adolescence— Mr. 
C.  E.  Allen,  Headmaster  of  Rivers  School,  Chestnut 
Hill,  Mass. 

3.  Disturbances  of  Menstruation  and  Ovulation 
of  Adolescence — John  Rock,  M.  D.,  Visiting  Sur- 
geon, Free  Hospital  for  Women,  Brookline,  Mass. 

R.  Cannon  Eley,  M.  D.,  President , 
James  Marvin  Baty,  M.  D.,  Secretary. 


Jefferson  Medical  College  Reunion 

During  the  convention  of  the  American  Medical 
Association  in  New  York  City,  June  10  to  14,  1940, 
the  Jefferson  Medical  College  Alumni  Association 
will  hold  its  Reunion  Banquet  on  Wednesday,  June 
12,  at  7 o’clock  P.  M.,  at  the  Murray  Hill  Hotel  on 
Park  Avenue  at  40th  Street.  Tickets  are  $2.50 
each. 

Request  for  reservation  may  be  addressed  to  me 
at  that  hotel. 

But  if  you  neglect  to  make  reservation — come 
anyway. 

Thomas  F.  Duhigg, 

Chairman  Dinner  Committee. 
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Book  Reviews 


“ Primer  of  Allergy — A Guidebook  for 
Those  Who  Must  Find  Their  Way 
Through  the  Mazes  of  This 
Strange  and  Tantalizing 
State ” 

By  Warren  T.  Vaughan,  M.  D.,  Richmond,  Va. 

Published  by  The  C.  V.  Mosby  Company,  St. 
Louis,  1939.  Price,  $1.50. 

The  study  and  treatment  of  allergic  diseases  or 
afflictions  has  never  been  accomplished  with  ease; 
in  fact,  not  a few  practitioners  would  prefer  it  if 
they  were  spared  the  privilege  of  dealing  with 
allergy.  Dr.  W.  T.  Vaughan,  the  author  of  “Prac- 
tice of  Allergy,”  a most  remarkable  piece  of  work 
(recently  reviewed  in  The  Journal  of  the  Maine 
Medical  Association),  now  presents,  with  this 
small,  pocket-sized  book,  the  physician  and  the 
layman  with  a sort  of  public  service  manual 
which  can  be  purchased  by  the  allergic  person. 
In  a pleasing  manner  the  author  tries  to  inform 
the  allergic  reader,  so  far  as  this  is  possible,  what 
the  medical  profession  knows  about  this  affliction, 
what  the  sufferer  can  do  for  himself  and  for  his 
physician  in  their  combined  effort  to  get  at  the 
very  root  of  the  trouble  in  each  and  every  individ- 
ual case.  Only  by  friendly,  diligent,  lengthy  coop- 
eration of  the  doctor,  the  patient  and  the  patient’s 
family,  is  it  possible  to  discover  or  devise  thera- 
peutic measures  for  the  remedy  of  allergic  afflic- 
tions and  promote  a more  enjoyable  state  of 
health. 


“ Diseases  of  the  Skin” 

By  Richard  L.  Sutton,  M.  D.,  Sc.  D.,  L.  L.  D.,  F. 
R.  S.  (Edin.),  Professor  of  Dermatology,  Univer- 
sity of  Kansas,  School  of  Medicine;  and  Richard  L. 
Sutton,  Jr.,  A.  M.,  M.  D„  L.  R.  C.  P.,  Associate  in 
Dermatology,  University  of  Kansas,  School  of  Med- 
icine; with  1,452  Text  Illustrations  and  21  Color 
Plates.  Tenth  Edition,  Revised,  Enlarged  and  Re- 
set. Published  by  The  C.  V.  Mosby  Company,  St. 
Louis,  1939.  Price,  $15.00. 

One  is  not  always  able  in  reviewing  a book  to 
compare  successive  editions  and  thus  watch  the 
progress  of  the  specialty  which  forms  the  basic 
structure  of  a book  and  the  growth  of  the  author 
who  accumulates  specific  information  pertaining 
to  his  specialty  and  then  presents  the  accomplish- 
ments of  his  accumulativeness,  industriousness, 
perseverence,  and  his  love  for  perpetuity  in  good 
fellowship  and  family  tradition  in  book  form  to 
his  fellow  physicians  to  use  as  a guide  in  their 
daily  work,  to  enjoy  its  ownership,  and  to  treat  it 
as  one  would  treat  a masterpiece. 

The  first  edition  was  published  in  1916.  Even  in 
those  days  it  contained  693  illustrations  and  8 
colored  plates  on  its  916  pages.  In  its  preface  we 
read  that  “The  present  volume  is  an  outgrowth  of 
several  years  of  study  along  this  particular  line, 
and  is  an  attempt  to  present  the  entire  subject  of 
dermatology  in  a comprehensive,  and,  at  the  same 
time,  concise  manner.  After  23  years  of  successful 
practice  in  dermatology  and  the  recording  of  the 
same  in  9 editions  of  his  comprehensive,  yet  con- 
cise textbook,  the  author  now  presents  a still  bet- 
ter, more  comprehensive,  yet  still  more  concise 
new  edition  and  he  has  accomplished  this  remark- 
able feat  with  the  collaboration  of  his  son.  Thus, 


the  “Diseases  of  the  Skin,”  10th  edition,  by  Sutton 
and  Sutton,  comes  to  the  medical  profession  in  its 
largest,  richest  form:  1,548  pages,  1,452  text  illus- 
trations, 21  color  plates,  and  30,000  bibliographic 
references.  The  preface  of  this  edition,  true  to  the 
motivating  spirit  that  engendered  it  reminds  us 
that  “Few  branches  of  medicine  have  made  such 
progress  in  the  past  four  years  as  has  dermatology. 
Without  losing  recognition  of  this  field  of  practice 
as  a specialty,  we  believe  that  the  time  has  come  to 
tie  descriptions  and  concepts  of  disorders  of  the 
skin  with  general  medicine  and  biology.  Here  we 
have  attempted  to  do  this.  The  point  of  view  is 
taken  that  the  processes  of  pathology  are  in  gen- 
eral inevitable  responses  under  the  circumstances; 
a furuncle  is  the  normal  bodily  reaction  to  virulent 
staphylococci  in  a hair  follicle.  Diseases  are  three- 
dimensional  moving  pictures.  Skin  diseases  are 
visible  tissular  activities.” 

Not  only  does  a page  by  page  comparison  of  the 
first  and  the  tenth  editions  show  at  a glance  the 
great  strides  that  have  been  made  during  the 
elapsed  time  between  their  appearances;  not  only 
does  the  large  amount  of  bibliographical  material 
stand  witness  for  industrious  research  activities; 
the  real  advancement  is  clearly  demonstrated  in 
the  clear  description  of  etiology,  symptomatology, 
diagnosis  and  treatment  of  dermatological  diseases 
of  national  as  well  as  international  repute.  In  ad- 
dition, the  pictures  illustrating  the  text  and  the 
style  of  printing  serve  as  a fine  exposition  of  the 
advances  made  in  the  printing  and  publishing  in- 
dustry. It  is  a masterpiece  in  dermatological  liter- 
ature. 


“Textbook  of  Nervous  Diseases” 

By  Robert  Bing,  Professor  of  Neurology,  Uni- 
versity of  Basel,  Switzerland.  Translated  and  En- 
larged by  Webb  Haymaker,  Assistant  Clinical 
Professor  of  Neurology  and  Lecturer  in  Neuro- 
Anatomy.  University  of  California.  From  the  Fifth 
German  Edition.  With  207  Illustrations  Including 
9 in  Color.  , 

Published  by  The  C.  V.  Mosby  Co.,  St.  Louis, 
1939.  Price,  $10.00. 

The  medical  student  and  the  general  practi- 
tioner of  the  English-speaking  America  and  other 
countries  will  be  greatly  pleased  with  this  the 
first  English  translation  of  Bing’s  most  excellent 
“Lehrbuch  der  Nervenkrankheiten,  Fiinfte  Anflage, 
1937.”  An  additional  pleasant  experience  is  in 
store  for  them  when  they  examine  the  book  and 
find  that  it  in  no  way  reads  like  a laboriously 
translated  profoundly  scientific  textbook  but 
rather  like  any  one  of  our  best  American  works 
written  by  American  authors.  The  translators 
have  accomplished  a most  remarkable  feat:  There 
is  clarity  of  style  and  composition;  accuracy  in 
presentation  of  facts  as  presented  in  the  original 
text;  logically  correct  interpretation  of  clinical 
findings.  In  order  to  make  this  work  most  useful, 
practicable  and  corresponding  to  American  needs 
and  usage  the  text  had  to  be  considerably  rear- 
ranged, augmented  and  re-adapted.  This  has  been 
remarkably  well  done.  Professor  Bing  has  been 
called  “one  of  the  most  lucid  writers  in  medical 
literature.”  Dr.  Haymaker’s  translation  of  this 
work  makes  Bing’s  “Textbook  of  Nervous  Dis- 
eases” one  of  the  finest  additions  to  the  medical 
literature  of  North  America. 
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4.30  P.  M. 

Program  in  Brief 

Eighty-Eighth  Annual  Session 
Maine  Medical  Association 

Rangeley  Lake  Hotel 
R angel ey  Lakes , Maine 

Sunday,  June  23,  1940 

Golf  Preliminaries. 

First  meeting  of  the  House  of  Delegates. 

8.30  P.  M. 

Entertainment  for  the  doctors  and  their  wives. 

9.30  to 
12.00  A.  M. 

Monday,  June  24,  1940 
Group  conferences  with  Chairmen. 

12.30  P.  M. 

Luncheon. 

Tables  reserved  for  Alumni  of  various  medical  schools  and  members  of  the 
Tumor  Clinics. 

2.00  to 
4.45  P.  M. 

Clinico-pathological-scientific  session. 

5.00  P.  M. 

Election  of  President-Elect. 

5.30  P.  M. 

Second  meeting  of  the  House  of  Delegates. 

7.00  P.  M. 

Dinner  and  dancing. 

9.00  P.  M. 

Address  by  V.  W.  Peterson,  Special  Agent,  Federal  Bureau  of  Investigation, 
Boston. 

9.45  P.  M. 

Address  by  a representative  of  National  Physicians’  Committee. 
Tuesday,  June  25,  1940 

9.30  to 
12.00  A.  M. 

Group  conferences  with  Chairmen. 

12.30  P.  M. 

Luncheon.  Tables  reserved  for  Past  Presidents  and  County  Secretaries. 

2.00  to 
5.00  P.  M. 

Scientific  Session. 
Golf  Finals. 

7.00  P.  M. 

Banquet  (dress  informal). 

Introduction  of  visiting  delegates  and  guests  by  President  George  L.  Pratt, 

M.  D. 

Presentation  of  Fifty-Year  Service  Medals. 

Address : Governor  Lewis  O.  Barrows. 

Address:  Morris  Fishbein,  M.  D.,  Editor  of  The  Journal  of  the  American 
Medical  Association , “Quackery  in  Medicine.” 

(over) 
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To  the  Ladies 

The  success  of  our  convention  is  to  a large 
degree  dependent  upon  your  efforts.  You 
have  all  been  selected  to  serve  on  the  commit- 
tee for  listening  to  and  ignoring  excuses  for 
not  attending  the  Convention.  The  report  of 
your  Committee  will  be  awaited  with  much 
interest.  Beside  the  gratitude  of  your  hus- 
band, you  will  be  further  repaid  for  your 
efforts  by  special  entertainment  arranged  by 
Mrs.  Pratt  and  Mrs.  Weymouth. 


Golf  T ournament 

The  third  annual  handicap  golf  tourna- 
ment is  to  be  directed  by  Forrest  C.  Tyson, 
M.  P.,  of  Augusta.  The  excellence  of  the 
course  is  well  known.  The  prizes  are  better 
than  ever.  They  will  be  awarded  for  scores 
made  during  this  tournament  although  cards 
of  previous  rounds  may  be  displayed  and 
alibis  will  be  listened  to  with  sympathetic 
interest. 


Convention  Rates 

Rangeley  Lake  Hotel 
Rangeley  Lakes , Maine 

The  following  rates,  which  include  all  meals  and  banquets,  will  prevail  during  the  con- 


vention : 

Single  room  occupancy,  private  bath  $8.00  per  day 

Single  room  occupancy,  running  water  7.00  per  day 

Double  room,  twin  beds,  private  bath,  two  persons  in  room  7.00  per  day 

Double  room,  twin  beds,  running  water,  two  persons  in  room  6.00  per  day 

Three  and  four  persons  in  two  double  rooms  with  connecting  bath  7.00  per  day 


Cottages  situated  near  hotel  and  entrance  to  the  grounds,  same  rates  as  main  house. 
The  charge  for  non-registered  guests  for  meals  will  be  as  follows : 


Luncheon  $2.00 

Dinner  2.00 

Banquet  2.50 


Garage  fee  50c  per  night.  Free  outdoor  parking. 

Golf  Greens  Fees  will  be  complimented  to  all  members,  also  use  of  the  Tennis  Courts. 


DEPENDABLE  PRODUCTS  for  PHYSICIANS 


Pharmaceuticals,  Tablets,  Loz- 
enges, Ampoules,  Capsules,  Oint- 
ments, etc.  Guaranteed  reliable  potency. 
Our  products  are  laboratory  controlled. 


Write  for  general  price  list. 
Chemists  to  the  Medical  Profession. 
THE  ZEMMER  COMPANY 
Oakland  Station,  Pittsburgh,  Pa.  mas  40 
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Officers  and  Members 


ANDROSCOGGIN  COUNTY 


OFFICERS 

President  John  E.  Cartland,  Auburn 

Vice-President  Camp  C.  Thomas,  Lewiston 


Secretary-Treasurer 

Wedgwood  P.  Webber,  Lewiston 

MEMBERS 

Andrews,  S.  L., 

Lewiston 

James,  Chakmakis, 

Lewiston 
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Benign  Gastric  Tumor:  Report  of  Two  Cases 

By  Isaac  M.  Webber,  M.  D.,  and  William  D.  Anderson,  M.  D.,  Portland,  Maine 


Solitary  non-cancerous  tumor  involves  the 
stomach  rather  infrequently.  When  such  a 
condition  prevails,  however,  the  growth  is 
often  pedunculated  in  form  and  is  usually  an 
adenoma,  fibroma,  or  leiomyoma.  These 
types  of  neoplasm  may  cause  indefinite  com- 
plaints referrable  to  the  epigastrium,  agoniz- 
ing upper-abdominal  distress  produced  by 
intermittent  pyloric  occlusion,  massive  hem- 
orrhage, or  anemia  which  may  be  most  baf- 
fling when  the  surface  of  an  otherwise  quies- 
cent tumor  becomes  so  ulcerated  as  to  permit 
oozing. 

Case  I. — A white,  married  woman,  aged 
sixty  years,  sought  medical  advice  from  Dr. 
Elton  R.  Blaisdell  at  the  Maine  General 
Hospital,  October  28,  1939,  because  of  ab- 
dominal pain,  heart,  burn,  sour  stomach,  and 
eructations  of  fours  weeks’  duration.  Pain 
was  of  a dull  nature,  located  in  the  epigas- 
trium, occurring  four  or  five  times  during 
her  waking  hours.  Each  episode  lasted  about 
five  minutes.  Relief  was  obtained  by  mas- 
sage of  the  area.  The  pain  had  no  relation 
to  the  ingestion  of  food  and  it  never  occurred 
at  night.  The  sour  eructations  and  heart, 
burn  were  most  pronounced  in  the  morning 
just  after  arising  and  persisted  throughout 
the  day  to  a lesser  degree.  Some  relief  was 
noticed  after  taking  bicarbonate  of  soda. 


There  was  no  vomiting  and  but  very  little 
nausea.  The  appetite,  which  had  always  been 
good  in  the  past,  became  poor.  Digestion  had 
always  been  excellent  prior  to  the  past  four 
weeks.  A weight  loss  of  seven  pounds  in  four 
weeks  had  occurred.  The  bowels  had  always 
been  constipated  requiring  laxatives.  She 
denied  any  change  in  bowel  habits  or  evi- 
dence of  bloody  or  tarry  stools. 

Significant  findings  on  general  examina- 
tion comprised  only  tenderness  in  the  epi- 
gastrium without  the  presence  of  muscular 
spasm  or  palpable  tumor.  A soft  systolic 
cardiac  murmur  was  audible  near  the  apex 
impulse.  The  concentration  of  hemoglobin 
was  7 5 percent ; the  erythrocytes  numbered 
4,700,000  and  the  leukocytes  4,250  for  each 
cubic  centimeter  of  blood.  The  percentages 
of  the  various  types  of  leukocytes  were  with- 
in normal  limits.  Examination  of  the  stools 
for  occult,  blood  gave  negative  results.  Roent- 
genologic study  of  the  gastrointestinal  tract 
by  Dr.  Jack  Spencer  demonstrated  “a  pro- 
liferative, ulcerative  growth  involving  an  8 
centimeter  area  in  the  antrum  representing  a 
carcinoma.”  Six  hours  after  ingesting  the 
barium  meal  seventy-five  percent  of  it  re- 
mained in  the  stomach  (Fig.  1). 
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Fig.  1.  Roentgenogram  of  stomach  showing  six- 
hour  residue  and  between  the  two  arrows  the  trans- 
lucent area  caused  by  the  pedunculated  tumor. 

At  operation  a pedunculated  tumor  2.5 
centimeters  in  length  and  1 centimeter  in 
breadth  was  found  on  the  greater  curvature 
of  the  stomach  approximately  4 centimeters 
from  the  pyloric  ring.  The  pyloric  part  of 
the  stomach  including  the  tumor  was  re- 
sected. The  gastrointestinal  continuity  was 
re-established  by  anastomosing  the  transected 
end  of  the  stomach  to  the  side  of  the  jejunum 
several  centimeters  below  the  ligament  of 
Treitz  according  to  the  modified  Hoffmeister 
method.  The  pathologist,  Dr.  Mortimer 
Warren,  reported  “a  benign  polyp  with  ul- 
ceration of  its  tip;  no  evidence  of  malig- 
nancy.” The  patient’s  hospital  convalescence 
was  uneventful  and  digestion  to  date  has  been 
normal.  A recent  post-operative  roentgeno- 
gram of  the  stomach  showed  the  anastomotic 
stoma  to  be  functioning  freely. 

That  the  pedunculated  gastric  tumor  situ- 
ated near  the  pylorus  was  not  productive  of 
symptoms  until  its  surface  became  ulcerated, 
or  until  it  became  sufficiently  enlarged  to  im- 
pinge during  peristalsis  upon  the  pyloric 
ring  thus  causing  intermittent  obstruction, 
constitutes  a possibility  which  is  only  specu- 
lative. The  probability  of  intermittent  obstruc- 
tion as  an  important  factor  in  the  symptoma- 
tology is  supported  by  the  attacks  of  pain 
lasting  four  or  five  minutes  which  appeared 
to  be  relieved  by  massaging  the  upper  abdo- 
men, and  by  the  roentgenologic  evidence  of 
a relatively  large  filling  defect  in  the  antrum 
contiguous  to  the  pyloric  sphincter. 


Case  II.- — -A  white,  unmarried  woman, 
thirty-five  years  of  age,  was  admitted  to  the 
Maine  General  Hospital,  July  28,  1938.  In 
the  forenoon,  three  days  prior  to  entering  the 
hospital,  mild  nausea  occurred.  Relief 
promptly  followed  the  ingestion  of  bicar- 
bonate of  soda.  At  supper  time,  because  of 
an  impaired  appetite,  she  partook  only  of  a 
small  piece  of  brown  bread  and  two  cups  of 
tea.  She  became  nauseated,  retched  consider- 
ably, and  vomited.  Ten  minutes  later  she 
vomited  fresh  blood  in  amount  estimated  to 
be  a cupful.  After  vomiting  bloody  material 
a third  time  she  momentarily  lost  conscious- 
ness. She  then  remained  quietly  in  bed  until 
nearly  midnight  when  a large  black  stool  was 
passed.  In  the  morning  several  clots  of  blood 
were  observed  in  the  vomitus.  Signs  of  active 
bleeding  thereafter  abated.  Previous  to  the 
present  illness  she  considered  her  appetite 
and  digestion  to  have  been  normal.  Bowel 
function  was  reported  regular  without  the 
aid  of  laxatives.  For  several  years  she  had 
noticed  a “lumpy  feeling”  in  the  epigastrium, 
particularly  after  eating  a hearty  meal.  Her 
weight  of  one  hundred  forty-two  pounds  had 
remained  unchanged. 

Important  findings  recorded  in  the  exami- 
nation were : Extreme  pallor  of  the  skin  and 
mucous  membrane,  a regular  heart  rhythm  of 
120  beats  each  minute,  a slight  systolic  car- 
diac murmur,  and  a blood  pressure  of  100 
systolic  and  60  diastolic.  Gentle  palpation 
of  the  abdomen  revealed  no  mass  or  tender- 
ness. The  concentration  of  hemoglobin  was 
5.3  grams  in  100  cubic  centimeters  of  blood. 
The  erythrocytes  numbered  1,820,000  and 
the  leukocytes  5,650  in  each  cubic  millimeter 
of  blood.  Occult  blood  pigment  was  found  in 
the  stool. 

The  normal  features  of  the  blood  were 
partially  restored  by  four  blood  transfusions. 
In  due  time  a carefully  selected  bland  diet 
was  instituted.  After  twenty-one  days  of  hos- 
pitalization she  was  permitted  to  continue 
treatment  at  home.  The  quality  of  the  blood 
remained  at  a satisfactory  level.  The  gastric 
content  contained  no  free  hydrochloric  acid. 
X-ray  examination  by  Dr.  Langdon  T. 
Thaxter  of  the  stomach  and  intestines  dis- 
closed in  the  mid-portion  of  the  stomach  a 
rounded  mass  about  2 inches  in  diameter  in 
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the  center  of  which  was  noted  a frank  ulcera- 
tion. At  the  end  of  six  hours  there  was  no 
residue  of  barium  in  the  stomach.  Doctor 
Thaxter  considered  it  unlikely  that  the  tumor 
was  a carcinoma  (Fig.  2). 


and  without  incident.  Her  health  and  diges- 
tion have  remained  normal  to  date.  Koent- 
genological  examination  of  the  stomach,  made 
approximately  one  year  after  removal  of  the 
neoplasm,  revealed  no  evidence  of  recurrence 
and  a gastric  emptying  in  normal  time. 


Fig.  3.  Neoplasm  showing  point  of  ulceration  in 
mucosa. 


Fig.  4.  Neoplasm  showing  extent  of  ulceration. 

OVER 


Fig.  2.  Large  circumscribed  defect  with  ulcera- 
tion in  center,  which  is  the  usual  picture  in  leiomy- 
osarcoma of  stomach. 

September  20,  1938,  in  a much  improved 
condition,  she  was  re-admitted  to  the  hospital 
for  surgical  treatment.  At  operation  a tumor 
somewhat  collar-button  shaped,  about  7 centi- 
meters in  its  longest  dimension  and  4 centi- 
meters in  its  widest  diameter,  was  found 
attached  to  the  posteroinferior  wall  of  the 
stomach.  The  larger  end  of  the  tumor,  cov- 
ered with  mucosa  except  at  the  point  of  ul- 
ceration, was  projecting  into  the  stomach 
cavity ; the  narrow  portion  of  the  growth, 
corresponding  to  the  constricted  part  of  a 
collar  button,  traversed  the  thickened  gastric 
wall ; and  the  smaller  nob  of  the  neoplasm 
projected  from  the  external  surface  of  the 
stomach.  Through  an  opening  in  the  gastro- 
colic omentum  a Y-shaped  portion  of  the 
stomach  including  the  tumor  was  resected. 
The  sides  of  the  elliptical  opening  in  the 
stomach  were  approximated  with  sutures.  The 
pathologist,  Dr.  Mortimer  Warren,  reported 
the  tumor  to  be  a leiomyoma  (Figs.  3 and 
4).  The  patient’s  convalescence  was  prompt 
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The  character  of  this  tumor  and  the  course 
of  related  events  exemplify  the  fact  that  a 
gastric  tumor  of  considerable  size  may  re- 
main unproductive  of  dyspeptic  manifesta- 
tions for  a relatively  long  period  of  time,  and 
that  the  first  real  warning  of  its  presence  may 
be  a hemorrhage  from  the  stomach  so  severe 
as  to  threaten  the  life  of  its  possessor.  If  the 
sensation  of  a "lumpy  feeling"  in  the  upper 
abdomen  was  an  indication  of  the  stomach 
lesion  it  was  too  slight  to  cause  the  patient 
to  seek  medical  attention  or  to  employ  self 
administered  remedies. 

Inasmuch  as  it  was  impossible  to  deter- 
mine at  operation  the  potentiality  of  either 
tumor  to  reappear  locally  or  in  some  distant 
organ  as  a true  metastasis,  it  seemed  advis- 
able to  excise  rather  widely  en  masse  the  in- 
volved stomach  wall  in  each  instance. 
Hence,  for  the  more  benign  lesion  in  Case  I, 
because  of  its  close  proximity  to  the  pyloric 


sphincter,  it  was  necessary  to  sacrifice  the 
pylorus  and  to  restore  the  continuity  of  the 
gastro-intestinal  tract  by  a rather  complicated 
procedure  of  considerable  magnitude.  For 
the  tumor  in  Case  II,  with  the  more  inherent 
possibilities  of  malignancy,  the  superabun- 
dant tissue  of  the  greater  gastric  curvature 
facilitated  relatively  wide  removal  of  the 
growth  from  this  area  by  V-shaped  excision 
and  a comparatively  simple  restoration  of  the 
gastric  continuity  by  approximation  of  the 
opposing  cut  edges  of  stomach  wall.  The 
course  of  events  to  date  appear  to  have  justi- 
fied these  procedures.  Nevertheless,  more 
time  must  elapse  before  conclusions  can  be 
drawn  as  to  the  wisdom  of  the  therapy  se- 
lected for  either  patient  or  as  to  the  possi- 
bility of  the  histologically  benign  leiomyoma- 
tous  tumor  reappearing  locally  or  in  some 
organ  other  than  the  stomach. 


This  report  deals  with  96  cases  of  carcino- 
ma of  the  corpus  uteri  treated  by  irradiation 
alone. 

In  the  majority  of  cases  the  treatment  was 
restricted  to  irradiation  because  the  patients 
were  bad  risks  for  major  surgery. 

Despite  this  fact,  the  five-year  survival 
rate  for  all  cases  was  39  per  cent,  and  for  the 
“operable”  cases  56.3  per  cent. 

A clinical  grouping  for  prognostic  pur- 
poses has  been  presented  which  we  believe 
may  be  of  practical  value. 

It  is  significant  that  56.3  per  cent  of  the 
cases  in  which  the  uterus  was  not  larger  than 
a two  and  one-half  months’  gestation  and  in 
which  there  was  no  evidence  of  metastases  at 
the  first  examination  survived  five  years  or 
more. 

Under  radiation  therapy  the  degree  of  ma- 
lignancy as  determined  histologically  does 
not  appear  to  be  as  important  a factor  in 
prognosis  as  it  is  when  surgery  alone  is  the 
method  of  treatment. 

Radiation  therapy  offers  a valuable  form  of 
treatment,  adequate  for  cure  in  many  cases  of 
carcinoma  of  the  corpus  in  which  hysterec- 
tomy cannot  be  utilized. 

Pain  due  to  carcinoma  of  the  corpus  before 
treatment  is  instituted  would  appear  to  be  an 
important  prognostic  factor ; 87  per  cent  of 
such  cases  in  this  series  died  of  carcinoma. — 
Drs.  William  P.  Healy  and  Robert  L. 


Brown,  The  Am.  Jour,  of  Roentgenology 
and  Radium  Therapy , May,  1939. 


Dyspepsia  is  caused  by  cancer  much  more 
frequently  in  men  than  in  women. 

Cancer  begins  to  become  a relatively  fre- 
quent cause  of  indigestion  in  both  sexes  at 
about  the  age  of  45  years. — Andrew  B. 
Rivers,  M.  D.,  Jour.  A.  M.  A.,  September 
23,  1939. 


Thus  the  question : When  in  differential 
diagnosis  should  the  doctor  think  of  lympho- 
ma ? can  perhaps  be  answered  by  saying  that, 
not  only  in  the  obvious  conditions  of  lymph 
node  enlargement  or  splenic  or  hepatic  en- 
largement but  also  in  the  case  of  any  acute  or 
chronic  symptoms  referable  to  the  gastrointes- 
tinal tract,  the  genito-urinary  tract,  the  lungs 
and  mediastinum,  the  abdomen  and  retroperi- 
toneal regions,  the  osseous  system,  the  central 
nervous  system,  the  skin,  or  in  that  of  local 
swellings  seemingly  neoplastic  or  chronic  in 
nature,  not  provably  due  to  something  else, 
the  possibility  of  lymphoma  should  be  consid- 
ered. Particularly  is  the  likelihood  of  lympho- 
ma enhanced  when  the  picture  in  question  is 
characterized,  among  other  things,  by  sus- 
tained or  intermittent  fever. — J.  H.  Means, 
M.  D.,  Jour.  A.  M.  A.,  August  19,  1939. 
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Bingham  Hospital  Extension  Services* 

By  -Julius  Gottlieb,  M.  D.,  F.  A.  C.  P.,  Pathologist,  Central  Maine  General  Hospital 


This  paper  aims  to  present  a general  out- 
line of  the  mechanism  of  the  Bingham  Hos- 
pital Extension  Services  in  Maine,  as  applied 
to  the  pathology  and  laboratory  divisions ; 
and  to  indicate  its  inter-relationship  with  the 
various  activities  of  the  Bingham  Associates 
in  its  objective  of  advancing  rural  medicine. 
A detailed  description  has  been  fully  pre- 
sented in  the  Journal  of  the  American  Hos- 
pital Association  and  the  Hew  England  Med- 
ical Journal  in  recent  issues.  The  basic 
concept  embraces  the  provision  of  laboratory 
and  pathological  assistance  to  small  commu- 
nities approximating  that  available  to  those 
residing  in  university  teaching  areas.  It  is 
recognized  that  sickness  in  the  smaller  com- 
munities is  as  complex  and  diversified  as  that 
in  larger  cities,  demanding  equal  skill  and 
personnel.  In  addition,  pathology  and  lab- 
oratory statistical  data  for  the  year  1938- 
lb  39  are  presented  as  an  index  of  the  useful- 
ness of  these  services. 

The  development  of  the  Hospital  Exten- 
sion Plan  to  the  present  stage  represents  a 
third  step  in  a general  plan  for  the  advance- 
ment of  rural  medicine.  The  preceding  steps 
are  Fellowship  grants  for  practicing  physi- 
cians in  Maine  for  post-graduate  study,  and 
the  development  of  diagnostic  facilities  at  the 
Hew  England  Medical  Center.  Each  of  these 
three  phases,  although  representing  an  in- 
tegral unit  in  itself  is  closely  interwoven  and 
correlated  with  the  other  activities  and  not 
designed  to  be  dissociated  with  one  another, 
either  in  theory  or  in  practice.  Each  phase 
is  designed  to  stimulate  and  complement  the 
other — both  from  a service  and  educational 
point  of  view.  The  general  purpose  is  not 
to  facilitate  medical  diagnosis  by  removing 
problems  from  any  community,  but  to  render 
available  better  facilities  in  the  community 
for  the  study  and  solution  of  these  problems. 
Although  opportunities  for  assistance  in  med- 
ical diagnosis  are  generously  offered,  the 
fundamental  purpose  is  that  of  furthering 
medical  education.  Ward  walks  by  internists 
and  specialists  in  various  fields  naturally  as- 
sist in  the  diagnosis  of  the  particular  pre- 


senting problems,  but  of  greater  importance 
is  their  teaching  value  for  similar  future 
problems.  These  ward  walks  are  not  intended 
to  replace  any  method  of  education,  but  to 
supplement  existing  teaching  activities  by  the 
bedside  method. 

Medical  progress  in  the  last  decade  has 
been  remarkably  swift.  The  scientific 
methods  available  as  diagnostic  aids  have  out- 
stripped the  economic  abilities  of  many  indi- 
viduals and  groups  of  individuals  to  avail 
themselves  of  the  knowledge  accumulated  by 
extensive  research  in  the  various  fields  of 
medicine  and  particularly  of  its  more  intri- 
cate laboratory  aspects.  Elaborate  and  ex- 
pensive laboratory  equipment  and  skilled  per- 
sonnel have  become  essential  in  the  practice 
of  scientific  medicine.  The  stage  of  rapid 
development  and  accumulation  of  medical 
knowledge  has  been  aptly  described  as  prog- 
ress in  the  vertical  direction,  analagous  to 
the  stage  of  production  in  the  world  of  eco- 
nomics. The  distribution  and  application  of 
this  knowledge,  or  the  so-called  horizontal 
phase  has  met  with  difficulties  quite  identical 
with  those  in  the  field  of  economics  with 
which  medical  problems  are  inextricably 
involved. 

Recognizing  the  economic  burdens  imposed 
in  the  provision  of  adequate  services  in  these 
fields,  the  Bingham  Associates  adopted  a plan 
which  may  be  termed  as  “group  hospital  prac- 
tice in  pathology,  X-ray,  and  other  divi- 
sions.” The  plan  constitutes  the  creation  of  a 
center  about  which  are  associated  neighbor- 
ing smaller  hospitals.  In  our  district  the 
Central  Maine  General  Hospital  Laboratory 
serves  as  a center  for  the  associated  smaller 
hospitals,  including:  Rumford  Community 
Hospital,  Bath  Memorial  Hospital,  Bruns- 
wick Hospital,  Knox  County  General  Hos- 
pital, Augusta  General  Hospital,  and  Red- 
ington  Memorial  Hospital.  These  hospitals 
vary  in  distances  about  its  center  from  20  to 
76  miles,  as  indicated  on  the  chart,  and  in 
general  are  peripherally  situated,  although 
three  of  the  hospitals  fall  in  a direct  route 
and  two  others  are  similarly  located.  Prior 


* Presented  at  the  annual  meeting  of  the  Maine  Hospital  Association,  Lakewood,  August  30,  1939. 


156 


The  Journal  ol  the  Maine  Medical  Association 


to  the  Hospital  Extension  Plan,  laboratories 
had  already  been  established  in  several  of 
these  institutions.  In  others,  the  establish- 
ment of  laboratories  was  encouraged  by  the 
Bingham  Associates  and  assisted  in  their  es- 
tablishment by  the  central  pathologist.  Where 
needed,  technicians  were  employed  by  the 
associated  hospitals  and  remunerations  met 
in  part  or  in  whole  by  the  Bingham 
Associates. 

The  initial  step  of  the  program  was  taken 
in  1937.  As  a result  of  the  Bingham  Asso- 
ciates Grants,  it  was  possible  for  several  of 
the  Associated  Institutions  either  to  create  or 
extend  laboratory  facilities  to  their  physi- 
cians. Scholarship  grants  are  offered  to  tech- 
nicians desiring  to  engage  in  advance  studies 
in  the  various  phases  of  laboratory  proce- 
dures. Such  studies  may  be  taken  at  the  Hew 
England  Medical  Center  or  any  other  insti- 
tution offering  special  instruction.  During 
the  preceding  year,  arrangements  have  been 
perfected  at  the  Hew  England  Medical  Cen- 
ter for  advanced  and  concentrated  studies, 
particularly  in  chemistry,  bacteriology  and 
hematology.  In  addition,  a month’s  practical 
work  may  be  obtained  at  the  laboratory  of 
the  Central  Maine  General  Hospital.  During 
the  absence  of  a technician  from  its  own  hos- 
pital, a substitute  is  provided,  designated  as 
“itinerant  technician”  thus  affording  a con- 
tinuity of  laboratory  services  at  that  hospital. 
Opportunity  to  each  technician  is  offered  to 
perfect  herself  in  any  of  the  branches  of 
medical  technology  which  may  be  obtained, 
and  to  bring  back  to  these  institutions  the 
newer  methods  applicable  as  aids  in  clinical 
diagnosis.  The  advanced  procedures  and 
their  interpretation  are  discussed  at  periodic 
conferences  at  the  central  laboratory,  where 
emphasis  is  placed  on  their  practical  appli- 
cation of  methods  taught  during  scholarship 
periods. 

A newer  method  of  technical  training  was 
employed,  last,  year.  A one  week’s  course  in 
chemistry  was  given  by  the  chief  chemist  of 
the  Pratt  Diagnostic  Hospital  to  which  tech- 
nicians of  the  Associated  Hospitals,  Maine 
General  Hospital  and  St.  Marie’s  General 
Hospital  were  invited.  Attendance  ranged 
from  ten  to  twenty-five  at  each  session.  Dur- 
ing the  interim  the  chemist  was  available  at 
the  Central  Hospital  for  demonstrations,  ap- 
praisals and  criticisms  of  methods  employed. 


This  method  of  teaching  proved  its  efficiency, 
wherein  a group  of  technicians  can  be  simul- 
taneously instructed  as  contrasted  with  the 
single  scholarship  teaching  method.  Similar 
courses  are  being  planned  in  chemistry,  bac- 
teriology and  hematology  for  the  forthcoming 
year.  While  these  courses  have  certain  ad- 
vantages over  the  method  of  single  month’s 
studies  they  cannot  replace,  however,  the  in- 
tensive teaching  offered  through  the  monthly 
scholarships. 

The  Central  Maine  General  Hospital  Lab- 
oratory receives  materials  submitted  to  it 
from  the  various  associated  hospitals  for  con- 
sultation and  study,  and  in  turn  is  privileged 
to  forward  to  the  Laboratories  of  the  Joseph 
H.  Pratt  Diagnostic  Hospital,  material  still 
offering  technical  or  diagnostic  difficulties. 

Opportunities  for  submitting  tissues  to  the 
Central  Laboratory  were  formally  offered  to 
the  various  associated  hospitals  in  July, 
1938,  thus  extending  the  services  already  in 
practice.  Surgical  tissues  and  post-mortem 
material  are  routinely  submitted  to  the  cen- 
tral pathology  laboratory  in  accordance  with 
the  requirements  of  the  American  College  of 
Surgeons.  Tissues  so  submitted  may  be  re- 
ported to  the  physician  without  loss  of  time, 
inasmuch  as  the  period  of  fixation  and  ship- 
ment practically  coincide. 

A trained  tissue  technician  is  provided  for 
the  preparation  of  all  microscopic  sections. 
The  need  for  excellency  in  tissue  preparation 
is  immediately  obvious  from  a diagnostic 
point  of  view.  It  has  become  apparent  that 
tissue  preparation  requires  a skill  not  ordi- 
narily possessed  by  the  general  laboratory 
technician  employed  previous  to  the  inaugu- 
ration of  the  plan.  All  tissues  are  examined 
grossly  and  microscopically  and  diagnosed  by 
the  Central  Pathologist.  Reports  are  mailed, 
or  telephoned  where  indicated,  to  the  various 
associated  hospitals.  Slides  are  serially  fixed 
and  reviewed  with  the  interested  physician 
upon  request.  During  the  past  two  years,  the 
pathologist  has  been  called  on  many  occasions 
for  frozen  sections  and  post-mortem  exami- 
nations at  these  institutions.  In  many  in- 
stances, these  requests  could  be  complied 
with.  Although  this  plan  is  only  in  operation 
for  less  than  a year,  there  has  been  a definite 
rise  in  the  interest  and  number  of  post-mor- 
tems performed  as  indicated  on  the  chart. 
A total  of  25  post-mortem  examinations  were 
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performed  at  the  various  associated  hospitals. 
In  each  instance,  the  procuring  of  the  post- 
mortem examinations  could  be  directly  at- 
tributed to  a physician  in  a locality  interested 
in  the  development  of  its  laboratory.  The 
pathologist  is  also  available  for  consultations 
and  discussions  of  laboratory  aspects  of  medi- 
cine at  the  various  institutions.  At  several 
of  these  hospitals,  a local  physician  has  be- 
come particularly  interested  in  laboratory 
medicine  and  it  is  hoped  that  in  the  course 
of  time,  some  physician  in  each  locality  will 
assume  to  a greater  extent,  an  interest  and 
obligation  in  the  conduct  of  his  particular 
laboratory  and  serve  as  Clinical  Pathologist 
or  Laboratory  Director.  In  several  of  the  in- 
stitutions, this  phase  of  development  is  al- 
ready in  progress. 

Tissues  of  unusual  interest  or  presenting 
diagnostic  problems  to  the  pathologist  are 
studied  in  conferences  at  Tufts  Medical 
School  for  opinion.  The  Professor  of  Pathol- 
ogy of  the  Tufts  Medical  School  is  at  all 
times  available  for  such  consultation. 
Weekly  conferences  are  conducted  at  the 
school  to  which  all  Maine  physicians  are  in- 
vited. These  conferences  are  of  important 
educational  value  to  each  of  the  participants 
wherein  problems  of  unusual  interest  or  diffi- 
culty are  demonstrated  and  discussed.  It 
thus  becomes  obvious  that  the  tissue  problems 
pertaining  to  patients  in  rural  sections,  under 
the  Hospital  Extension  Plan,  receive  an 
opinion  equal  to  that  afforded  by  the  large 
teaching  institutions. 

The  statistical  data  as  shown  on  the  chart 
are  indicative  of  the  extensive  employment 
of  the  laboratory  facilities  now  available. 
The  diagram  indicates  the  general  structure 
of  the  plan,  and  in  some  measure  the  inter- 
relationships between  the  various  institutions. 
Ho  attempt  has  been  made  to  include  all 
educational  activities  of  the  Bingham  Asso- 
ciates in  Maine,  but  it  is  immediately  obvious 
that  the  program  is  quite  comprehensive  in- 
cluding the  following: 

1.  Fellowships  to  Maine  physicians  for  post- 
graduate studies 

2.  Diagnostic  facilities  at  the  Hew  England 
Medical  Center 

3.  Hospital  Extension  Services  in: 

a.  General  laboratory  examinations 

b.  Pathology 


c.  Roentgenology 

d.  Electrocardiography 

4.  Scholarships  for  technicians 

5.  Lectures  and  demonstrations  at  the  cen- 
tral laboratory  for  technicians 

6.  Library  facilities  through  the  Gerrish 
Memorial  Library 

7.  Teaching  Ward  Walks  at  the  associated 
hospitals 

8.  Teaching  clinics  at  the  Hew  England 
Medical  Center 

9.  Scholarships  for  dietitians,  medical  stu- 
dents and  nurses  where  especially  indi- 
cated 

In  any  field  of  endeavor  progressively  and 
rapidly  furthered  by  research,  knowledge  will 
out-strip  its  dissemination  and  application. 
A certain  differential  must  always  exist, 
nevertheless  in  medicine  particularly,  this 
differential  must  be  reduced  to  a minimum. 
This  differential,  great  or  small,  will  be 
present  in  any  form  of  medicine  and  may 
serve  as  the  point  of  attack  on  any  existing 
system  as  its  most  vulnerable  aspect.  The 
greater  the  gap  between  the  development  of 
scientific  medicine,  and  its  application,  the 
greater  is  the  danger  of  attack  by  designing 
adversaries.  The  Hospital  Extension  Service 
Plan  aims  to  narrow  this  differential  gap. 

The  plan  as  outlined  and  the  volume  of 
work  performed  is  a result  of  cooperative 
effort  and  understanding  between  the  Bing- 
ham Associates,  the  Central  Maine  General 
Hospital  and  the  various  associated  institu- 
tions. It  is  entered  into  voluntarily  by  the 
various  institutions.  Each  party  is  at  all 
times  free  to  accept  or  reject  any  portion  of 
the  plan.  The  success  is  entirely  dependent 
upon  the  recognition  of  the  needs  of  the  pa- 
tient in  whatever  locality  they  may  be,  and 
an  earnest  endeavor  to  be  of  mutual  assist- 
ance. It  must  be  axiomatic  that  the  elevation 
of  medical  standards  and  the  more  efficient 
services  in  another  locality  is  of  equal  impor- 
tance in  a larger  sense  to  those  of  its  imme- 
diate vicinity,  thus  presupposing  a newer  and 
broader  approach  to  the  treatment  of  the  ill 
than  that  which  has  been  customarily  charted. 
Cooperative  hospital  group  practice  gives 
promise  of  solving  many  of  the  economic  and 
diagnostic  problems  confronting  medicine 
today. 
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By  Frederick  T.  Hill,  M.  D.,  Professional  Building,  Waterville,  Maine 


One  of  the  greatest  problems  affecting  the 
Medical  Profession  today  is  that  of  the  de- 
velopment, of  a Continuation  Program  of 
Education.  We  have  been  hearing  a good 
deal  the  past  few  years  about  Socialized 
Medicine  or  the  threat  of  government  con- 
trolled medicine.  This  is,  of  course,  merely 
an  indication  of  growing  dissatisfaction  on 
the  part  of  many  people  with  our  present 
system  of  medical  practice ; and,  if  we  are 
honest  with  ourselves,  we  must  admit  that 
oftentimes  the  present  system  has  proven  in- 
adequate. The  available  medical  service  is 
oftentimes  far  from  satisfactory. 

If  we  should  attempt  to  plot  a graph  on  an 
imaginary  chart,  indicating  the  efficiency  of 
medical  service  everywhere  throughout  the 
Country,  we  would  have  a series  of  peaks  and 
dips ; peaks  representing  points  at  which 
Medicine  was  the  most  efficient  in  the  world, 
and  dips  where  quite  the  reverse  was  the  case. 
This  is  pretty  generally  realized  and  people 
are  beginning  to  suggest  the  advisability  of 
improvement.  Now  if  we  read  history  right, 
we  know  that  whatever  the  people  demand 
long  enough  and  loudly  enough,  they  will 
eventually  get.  In  the  early  days  of  our 
Country  there  was  a demand  for  better  edu- 
cational facilities  and  we  saw  the  develop- 
ment of  the  public  school  system,  under  po- 
litical control.  Later  there  was  a demand  for 
better  transportation  facilities,  and  we  saw 
the  exit  of  the  toll-road  and  of  the  toll-bridge. 
And  recently  there  was  a demand  on  the  part 
of  the  people  for  better  alcoholic  facilities 
and  we  saw  the  end  of  Prohibition.  So  what 
people  demand  sufficiently,  and  long  enough, 
they  will  eventually  get;  whether  we  like  it, 
or  not. 

But  State  Medicine  does  not  seem  to  me 
to  be  the  ideal  solution.  While  it  might  elimi- 
nate many  of  these  dips  in  the  graph,  it  would 
also  inevitably  prove  detrimental  to  the  peaks 
where  medical  efficiency  is  at  a high  point. 
It  would  perhaps  give  a little  more  evenly 
distributed  medical  service.  But  it  is  doubted 
if  thinking  people  would  ever  be  content  with 


a lowered  standard  of  medical  service,  even 
if  more  evenly  distributed.  It  would  seem 
much  better  to  continue  our  present  system, 
trying  to  strengthen  the  weak  points  and  to 
preserve  the  best  features ; continue  to  ad- 
vance our  scientific  knowledge  but  make  its 
result  more  readily  available  everywhere 
throughout  the  Profession,  with  consequent 
better  medical  service  to  the  people. 

This  is,  in  a way,  the  aim  and  purpose  of 
this  Continuation  Program  of  Education.  We 
know  that  Medicine  is  not  an  exact  science. 
We  also  know  that  it  is  a constantly  changing 
one.  New  discoveries,  the  results  of  re- 
searches, are  constantly  bringing  about  a 
changing  concept  of  many  disease  problems. 
We  only  have  to  think  of  the  revolutionary 
changes  that  have  taken  place  in  the  varying 
number  of  years  since  each  one  of  us  gradu- 
ated from  medical  school.  Yet  if  we  were  so 
minded,  each  of  us  might  continue  to  practice 
today  with  the  same  mental  equipment  that 
we  possessed  on  graduation.  Our  system  of 
medical  education  is  somewhat  unbalanced. 
We  take  a young  man,  and  give  him  four 
years  of  undergraduate  instruction  in  our 
medical  schools  in  which  he  gets  the  best 
possible  medical  education  in  the  world  to- 
day. Then,  after  one,  two  or  three  years’ 
training  in  a hospital,  the  responsibility  of 
organized  medical  education  ceases.  We  have 
millions  and  millions  of  dollars  invested  in 
the  four  years  of  undergraduate  instruction 
but  virtually  nothing  available  for  the  thirty 
or  more  tremendously  important  years  when 
a man  is  in  active  practice,  in  a constantly 
changing  profession,  oftentimes  intrusted 
with  the  responsibility  of  Life  itself.  If  a 
physician  is  ambitious,  progressive  and  con- 
scientious, he  will  keep  abreast  in  the  Pro- 
fession by  constantly  reading  the  current 
medical  literature,  by  attending  national  and 
sectional  meetings  of  the  scientific  medical 
societies,  by  visiting  different  clinics  and 
teaching  centers  and  perhaps,  what  is  best  of 
all,  by  connecting  himself  with  an  active  hos- 
pital staff  and  attending  its  meetings,  in 


* Address  given  before  the  New  England  Oto-laryngological  Society,  Boston,  January  31,  1940. 
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which  his  own  work  and  that  of  his  con- 
freres is  carefully  analyzed  and  evaluated. 
In  other  words,  he  carries  on  his  own  con- 
tinuation program  of  graduate  education. 

Unfortunately,  too  many  men  have  no  de- 
sire to  improve.  They  are  perfectly  content 
to  carry  on  with  quite  the  same  mental  equip- 
ment that  they  had  at  time  of  graduation, 
deteriorated  somewhat  by  the  inroads  of 
Time,  and  possibly  added  to  by  certain  prac- 
tical experiences,  - — experiences,  however, 
which  may  have  been  somewhat  bitter  at 
times,  from  the  patient’s  point  of  view.  Most 
of  the  time  they  do  a very  fair  job  and  per- 
haps we  should  not  criticise  them  too  harshly. 
Obviously,  a person  in  this  category  does  not 
possess  an  inquiring  mind.  He  is  in  a rut. 
He  is  isolated  — either  geographically  or  by 
virtue  of  his  own  personality.  Perhaps  he 
lacks  the  stimulus  of  association  with  leaders 
in  the  Profession.  Oftentimes  he  may  be  so 
economically  handicapped  that  it  is  quite  im- 
possible for  him  to  carry  on  any  improvement 
program  of  his  own.  And  yet,  these  are  the 
doctors  of  our  communities,  responsible  for 
the  health  of  the  community,  legally  em- 
powered to  practice  medicine,  with  all  the 
responsibilities  of  Life  itself. 

We  frequently  hear  criticisms  of  the  high 
cost  of  medical  care.  Actually  it  is  more 
often  the  high  cost  of  poor  medical  care.  In 
an  attempt  to  improve  this  situation,  this 
idea  of  a continuation  program  of  education 
has  been  developed.  There  is  nothing  new 
about  it.  It  is  quite  old.  The  only  new  thing 
is  the  realization  of  its  necessity.  Its  pur- 
pose, again,  is  to  make  the  best  in  Medicine 
more  readily  available  throughout  the  Pro- 
fession, and  improve  the  standards  where 
most,  badly  needed. 

Each  year  there  has  been  a meeting  of  the 
chairmen  of  the  different  state  committees  on 
graduate  education.  It  has  been  my  privilege 
to  attend  each  one  of  these  meetings.  It  is 
most  interesting  to  note  how  the  problems 
vary  in  different  parts  of  the  Country  and 
how  many  different  methods  have  attempted 
to  meet  them  to  the  best  advantage.  About  the 
only  common  denominator  to  it  all  is  the 
realization  throughout  the  Country  of  the 
necessity  for  some  such  program.  In  Maine 
we  have  gone  at  this  problem  in  a variety  of 
ways.  First,  we  have  changed  the  character 
of  the  meetings  of  the  State  Medical  Asso- 


ciations, making  them  predominatingly  edu- 
cational. In  addition  to  the  annual  meeting 
in  the  Spring,  we  have  the  Fall  Clinical 
Session,  modeled  after  the  meeting  of  the 
College  of  Surgeons,  consisting  of  clinics  and 
demonstrations  in  hospitals.  We  are  also  par- 
ticipating in  the  New  England  Post-graduate 
Medical  Assembly.  We  have  made  available 
a number  of  panels  on  different  subjects  such 
as  pneumonia,  arteriosclerosis,  cardiorenal 
diseases,  fractures,  blood  dyscrasias,  etc., 
which  may  be  sent  around  the  State  on  de- 
mand. And  then  we  have  one  feature  which 
is  quite  unique,  in  that  we  have  fellowships 
available  by  which  we  can  send  men  away, 
usually  to  Boston,  for  one  or  two  months’  in- 
tensive study,  and  for  which  they  are  paid  a 
stipend  to  cover  their  living  expenses.  These 
courses  are  very  largely  in  Medicine,  Minor 
Surgery,  Obstetrics  and  Pediatrics.  They 
were  first  made  possible  through  the  Com- 
monwealth Fund.  Later  the  Bingham  Foun- 
dation, financed  by  Mr.  William  Bingham 
II,  has  further  developed  and  elaborated  the 
program. 

An  attempt  is  made  to  allocate  these  fel- 
lowships where  there  will  be  the  greatest  re- 
turn in  community  dividends.  These  are 
proving  of  inestimable  value.  The  men  come 
back  from  these  courses  with  their  enthusiasm 
reawakened  and  stimulated,  and  it  is  all  re- 
flected in  improved  medical  and  health  con- 
ditions in  the  communities  in  which  they  live 
and  practice.  Perhaps  the  greatest  difficulty 
is  the  desire  on  the  part  of  these  men  to  re- 
peat year  after  year.  It  is  sometimes  diffi- 
cult to  spread  these  fellowships  around  as 
they  should  be.  Sometime  ago,  I received  a 
request  for  one  of  these  fellowships  from  a 
rather  elderly  physician  practicing  on  an 
island  off  the  coast  of  Maine.  He  said  that 
he  had  not  been  off  the  island  since  gradua- 
tion. He  did  not  feel  that  he  could  afford 
either  the  time  or  the  money  to  take  any  post- 
graduate education.  Only  recently,  he  real- 
ized how  badly  he  was  in  a rut.  Now  he  was 
beyond  the  age  limit,  for  these  fellowships 
are  not  given  to  the  older  men,  but  special 
provision  was  made  in  his  case  and  he  was 
given  the  opportunity  of  taking  some  of  these 
courses.  Now  I leave  it  to  you,  who  were  the 
greatest  benefactors  from  this  course,  the  doc- 
tor or  the  residents  of  the  island  ? 

There  is  a little  town  in  Maine  where  there 
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are  two  good  conscientious,  hard-working  doc- 
tors. There  is  a very  good  community  hos- 
pital in  that  town.  Some  time  ago,  it  was 
learned  that  the  hospital  was  to  have  the  gift 
of  X-ray  equipment.  There  was  none  within 
miles  and  miles.  How  it  became  a problem 
as  to  who  was  to  do  this  X-ray  work.  By 
means  of  a special  fellowship  one  of  these 
doctors  was  enabled  to  go  away  for  the  Win- 
ter to  take  work  in  Roentgenology.  He  has 
gone  back  there,  not  a finished  Roentgenolo- 
gist, but  able  to  do  the  necessary  emergency 
work.  I know  from  personal  experience  that 
it  has  been  a great  boon  to  this  whole  com- 
munity. It  is,  of  course,  rather  obvious  that, 
so  far,  this  problem  has  been  handled  largely 
by  methods  which  one  might  call  “spoon  feed- 
ing.” Sometimes  one  is  almost  tempted  to 
call  it  forced  feeding,  and  the  results  do  not 
always  seem  to  justify  the  efforts  entailed. 
But,  after  all,  if  only  a few  seeds  take,  it 
probably  justifies  the  sowing.  Certain  cases 
are  hopeless,  the  soil  is  unfertile,  and  only 
Time  and  Death  will  solve  the  problem. 

Eventually,  in  my  opinion,  this  program 
will  become  centered  in  the  hospital.  I do  not 
mean  any  one  certain  hospital  but  in  the  com- 
munity hospital.  The  hospital  today  probably 
exerts  a greater  influence  on  clinical  medi- 
cine than  any  other  institution.  It  has  done 
more  than  any  other  institution  to  improve 
the  standards  of  clinical  practice.  It  even 
exerts  its  influence  on  communities  without 
hospital  facilities  because  the  doctors  in  these 
small  places  are  more  and  more  tying  them- 


selves up  to  the  nearest  available  hospital. 
[ know,  from  personal  experience,  that  many 
of  these  men  will  drive  fifty  and  sixty  miles 
a night  to  attend  a staff  meeting,  provided 
only  the  program  is  worthwhile. 

Then  if  the  hospital  can  insist  upon  im- 
proved standards  of  practice  it  can  and  should 
insist  on  improved  standards  of  education. 
This  means  that  each  hospital  must  become, 
to  a certain  degree,  a teaching  hospital.  One 
does  not  need  marble  halls  and  ornate  build- 
ings for  this.  Actually,  all  that  is  needed  to 
make  a teaching  hospital  is  one  patient  and 
some  inquiring  minds  on  the  stuff  of  physi- 
cians attending  the  patient.  Xow  of  course, 
there  is  nothing  new  in  this  solution ; it  is  as 
old  as  the  problem  itself.  We  have  had  the 
answer  in  a number  of  places  in  this  Country. 
Specifically,  as  an  example,  we  might  con- 
sider the  Eye  and  Ear  Infirmary  in  Boston, 
as  developed  by  Dr.  Mosher.  I do  not.  think 
that  Dr.  Mosher  realized  the  breadth  of  his 
idea.  He  was  seeking  to  build,  and  did  build, 
the  finest  teaching  hospital  in  Oto-laryngol- 
ogy  in  the  world.  But  this  basic  thought  of 
a teaching  hospital  is  the  real  solution  to  this 
problem.  With  this  widely  developed  through- 
out the  Country,  with  each  community  hos- 
pital imbued  with  the  idea  of  constant 
improvement  and  ready  to  assume  the  re- 
sponsibility for  carrying  on  a program  of 
education,  our  standards  of  practice  will  be 
kept  at  a point  of  high  efficiency  and  a great 
deal  of  present-day  dissatisfaction  will  be 
dispelled. 


Tuberculosis  in  the  Aged  — It  is  known 
that  when  old  people  are  found  to  have  tuber- 
culosis it  is  almost  impossible  to  teach  them 
to  take  care  of  themselves  and  protect  others 
from  infection.  They  will  not  cover  their 
mouths  during  a cough  or  sneeze,  nor  will 
they  try  to  protect  or  destroy  their  sputum. 
Their  idea  is  that  they  have  lived  all  these 
years  with  this  old  cough,  it  will  not  hurt 
them  and  they  do  not  see  how  they  can  hurt 
anyone  else.  Elderly  people  with  a chronic 
cough  and  positive  sputum  are  a menace  to 
society  and  should  be  isolated.  — C.  L.  Har- 
RELL?  M.  D.,  Virginia  Med.  Monthly , Xov., 
1939. 


“Make  the  sanatorium  the  first  resort  of 
the  tuberculous,  not  the  last.”  H.  E.  Dear- 
holt,  M.  D. 


All  behavior  is  related  and  it  is  difficult  to 
distinguish  between  the  behavior  which  con- 
cerns  the  individual  alone  and  that  which 
concerns  others.  What  a man  does  about  his 
health,  for  instance,  may  concern  his  family, 
his  business  associates,  the  community  and 
even  the  entire  world.  The  Purposes  of  Edu- 
cation in  American  Democracy , National  Ed- 
ucation Policies  Comm.,  1938. 
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“Of  Making  Many  Books' 

By  B.  Bliss,  M.  D.,  Blueliill,  Maine 


Passing  strange  and  entirely  regrettable  is 
the  inclination  of  the  retired  physician  to 
wield  the  devastating  pen  when  nearly  every 
country  in  the  world  offers  such  opportuni- 
ties for  the  less  deadly  sword.  Doctor  Hugh 
Cabot  retired  from  a life  profoundly  influ- 
enced by  the  Mayo  Clinic  has  felt  constrained 
to  write  a book,  “The  Patient’s  Dilemma.” 
This  book,  we  must  assume,  was  written 
without  the  aid  of  either  Lowell  or  God  since 
it  seems  to  be  devoid  of  both  humor  and 
mercy.  It  bears  the  stamp  of  a clinical 
teacher,  didactic  and  arbitrary.  It  recognizes 
an  evil  known  to  exist,  magnifies  the  evil, 
places  the  responsibility  and  more  than  sug- 
gests the  remedy.  The  book  is  readable  be- 
cause of  the  popularity  of  the  subject  and 
the  overtones  of  the  text. 

As  might  be  expected  the  author’s  experi- 
ence and  environment  have  led  him  to  exalt 
the  group  clinic  which  he  knows  so  well  and 
to  charge  the  physicians  of  small  villages,  of 
whom  he  obviously  knows  nothing,  with 
abysmal  ignorance. 

It  is  assumed  that  a life  spent  as  a private 
practitioner  on  Beacon  Street,  a clinician  and 
teacher  in  the  Massachusetts  General  Hos- 
pital and  the  Mayo  Clinic,  constitute  an  all 
embracing  experience  qualifying  him  for  in- 
timate estimates  and  criticisms  of  practices 
and  methods  in  wide  open  spaces  where  doc- 
tors are  said  to  be  needed  and  where,  he 
charges,  medical  service  is  of  a low  order. 
He  has  appointed  himself  the  torch  bearer  of 
a new  order  in  which  thousands  of  Mayo 
clinics,  government  supported,  shoidd  be  set 
in  operation  in  regions  convenient  for  the 
service  of  all. 

When  the  country  physician  calls  upon  a 
middle-aged  patient  who  has  never  been  clinic 
serviced,  he  immediately  forwards  the  patient 
to  the  nearest  clinic  where  a group  of  special- 
ists mill  him  through  and  give  to  him,  or  sell 
to  him,  “a  good  article”  of  medical  care.  The 
physicians  of  the  small  towns  and  villages 
will  be  expected  to  attend  short  simple  ill- 
nesses and  send  all  others  to  the  regional 


clinic.  These  country  doctors  are  to  be  keen, 
well  educated  young  men  who  by  frequent 
courses  in  the  great  clinical  centers,  continue 
to  be  good  diagnosticians  surcharged  with 
good  old  country  doctor  qualities  and  yet 
content,  year  after  year,  to  act  in  their  ca- 
pacity as  transfer  agents  for  the  clinical  cen- 
ters. Just  what  vitamine  is  to  be  fed  them  to 
produce  this  bovine  contentment  is  not  re- 
vealed in  Doctor  Cabot’s  book.  This  book 
should  be  read  by  every  legislator  and  every 
physician  in  Maine  where  the  burden  is  ac- 
knowledged but  only  fractionally  met  by  the 
state.  A state  which  pays  old  age  pensions 
and  unemployment  insurance  but  ignores  the 
cost  of  medical  care ; an  enlightened  common- 
wealth in  which  less  than  a thousand  doctors 
bear  the  burden  of  medical  and  surgical  care 
for  the  entire  indigent  and  wily  proportion 
of  eight  hundred  thousand  persons. 

In  Doctor  Cabot’s  plan  both  Doctor  and 
Hospital  would  be  adequately  paid  by  the 
government  and  the  financial  burden  equally 
borne  bv  the  taxpayers ; a solution  which  can- 
not fail  to  appeal  to  the  surgeons  of  this  par- 
ticular state. 

The  same  author  cannot  be  forgiven  for  the 
article  entitled,  “Give  the  Patient  a Break,” 
in  the  American  Magazine  for  April.  This 
shameless  outburst  signed  by  Doctor  Hugh 
Cabot  is  illustrated  by  Talburt  who  repre- 
sents a patient  being  knocked  out  by  three 
gangsters  bearing  clubs  labeled,  “Bills,”  is  in 
the  same  vein  as,  “The  Patient’s  Dilemma.” 
In  the  magazine  it  is  sandwiched  in  between, 
“Can  a Fox  Lick  a Bulldog,”  and,  “Tonight 
is  Mine,”  and  should  be  proud  of  its  com- 
pany. If  the  distinguished  author's  object  is 
to  humiliate  every  doctor  of  medicine  in  the 
land  he  has  eminently  succeeded. 

Without  modesty  or  mercy  the  profession 
is  charged  with  mercenary  motives  and 
scheming  mesalliances  but  it  is  related  with 
all  seriousness  that  when  the  author  was  en- 
gaged in  profitable  Back  Bay  private  practice 
it  was  a wicked  secretary  who  was  caught  fix- 
Continued  on  page  173 


Volume  XXXI,  No.  6 


The  President’s  Page 


163 


gEOR^E  L.  PRATT,  M.  D. 

President  Maine  Medical  Association,  1939  - 19^0 


i6u 


The  Journal  of  the  Maine  Medical  Association 


The  President’s  Page 


To  the  Members  of  the  Maine  Medical  Association: 

As  this  is  my  last  President’s  Pag'e,  I would  like  to  express  my  appreciation  of 
the  honor  of  having'  served  you  as  President,  and  also  of  the  many  courtesies  shown 
by  all  the  officers  and  members  of  the  State  and  County  organizations. 

Visiting  the  various  societies  has  been  a pleasure,  and  I am  glad  to  report  them 
generally  in  good  shape.  This  has  been  rather  a quiet  year,  but  it  may  well  be  only 
the  calm  before  the  storm. 

We  shall  have  good  leaders  next  year  in  Dr.  Foster,  Dr.  Carter  and  the  Council, 
and  we  have  complete  confidence  in  them,  but  the  rest  of  us  should  be  well  organ- 
ized, well  informed,  and  ready  to  act  in  their  support. 

The  Scientific  Committee  has  arranged  a most  excellent  program  for  the  Annual 
Convention  at  Rangeley.  Matters  of  vital  interest  to  every  member  of  the  Profes- 
sion will  be  taken  up  in  the  House  of  Delegates  and  in  the  general  meetings. 

For  those  members  who  always  attend  the  Conventions  and  who  have  made 
the  Association  strong  for  many  years,  I would  say  that  these  are  critical  times,  and 
that  your  presence  and  wise  counsel  are  more  necessary  than  ever  before — we  know 
that  we  can  count  on  you. 

To  those  members  who  seldom  attend,  I would  say  that  your  presence  and 
advice  would  be  of  great  help  to  your  Association  at  a time  when  organized  medicine 
needs  the  active  support  of  every  member  in  facing  problems  of  the  immediate 
future. 

Everyone  who  attends  will  certainly  be  able  to  combine  pleasure  with  business, 
for  Rangeley  is  a delightful  place,  and  there  are  many  notable  'features  on  the 
program. 

Special  arrangements  are  being  made  for  the  entertainment  of  the  ladies,  whom 
we  hope  to  see  in  greater  numbers  than  ever.  They  are  also  cordially  invited  to 
attend  any  or  all  meetings. 

So  we  hope  to  see  every  member  and  his  wife  at  Rangeley  in  June. 


George  L.  Pratt,  M.  D. 
President,  Maine  Medical  Association. 
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The  A nnual  M eeiing 

The  program,  contained  in  the  current 
issue  of  the  J ournal,  is  sufficient  evidence 
that  the  Scientific  Committee  has  prepared 
extremely  well  for  the  varied  interests  of  the 
membership  as  a whole.  The  profession  is 
faced  to  day,  perhaps  as  never  before,  with 
situations  and  problems  that  demand  careful 
study  and  consideration  and  many  of  them 
are  far  from  matters  pertaining  to  the  actual 
practice  of  medicine  and  surgery.  The  delib- 
erations and  debates  that  will  ensue  in  the 
House  of  Delegates  will  be  of  interest  and 
they  will  be  of  importance.  The  more  mem- 
bers who  attend  these  sessions,  the  more  who 
take  part  in  the  discussions,  the  more  the 
rank  and  tile  of  the  profession  will  appreci- 
ate the  seriousness  of  many  conditions  that 
confront  us. 

The  vicious  and  unwarranted  attacks  on 
the  American  Medical  Association,  from 
those  whose  unselfish  interests  and  motives 
can  seriously  be  challenged,  are  nothing  more 
or  less  than  carefully  prepared  efforts  to  pave 
the  way  for  legislation  that  will  place  the 
practice  of  medicine,  hospitals,  and  all  ancil- 
lary professions  and  services  under  direct 
bureaucratic  control  and  domination.  The 
proposed  Wagner-George-Lea  bill  shows  most 
conclusively  a contemplated  radical  depar- 
ture from  anything  that  has  been  attempted 
or  done  in  the  aid  of  general  medical  care 
outside  the  charge  of  the  federal  government. 
There  are  many  provisions  in  the  act  the 
adoption  or  endorsement  of  which  might  seri- 
ously be  open  to  debate.  Ostensibly  the  bill 
would  seem  as  one  generously  providing  gov- 
ernment aid  for  certain  communities  without 
adequate  hospital  facilities  but  the  bill  also 
provides  for  government  control.  Govern- 
ment control  should  cause  no  doubt  in  the 
minds  of  any  but  the  most  simple  as  to  what 
that  means. 

Discussing  the  National  Physician’s  Com- 
mittee, in  the  February  issue  of  the  Jottr- 
xal,  the  President  of  the  Maine  Medical 
Association  frankly  and  fairly  asks  some  per- 


tinent questions  regarding  the  necessity  and 
advisability  of  this  committee,  what  it  pro- 
poses to  do  and  why  and  also  the  reasons  for 
its  existence.  As  the  executive  head  of  organ- 
ized medicine  in  Maine  this  is  exactly  what 
he  should  do,  what  we  expect  him  to  do  in 
the  exercise  of  his  office  and  as  a practitioner 
keenly  in  sympathy  with  the  problems  that 
confront  medicine  and  who  is  anxious  they 
be  solved  correctly.  Ho  subject  could  be 
brought  before  the  House  of  Delegates  or  an 
open  meeting  of  more  importance. 

It  is  very  gratifying  to  note  that  this  sub- 
ject is  to  be  discussed  by  a member  of  the 
Hational  Committee  and  the  talk  should,  and 
undoubtedly  will  allow  for  questions  from 
the  floor,  for  while  there  is  some  controversy 
as  to  the  advisability  of  this  committee  it 
certainly  seems  as  if  a presentation  of  the 
facts  would  remove  all  doubt  but  that  it  is  a 
most  excellent  move. 

It  is  understood  that  all  the  available 
space  for  the  commercial  and  scientific  ex- 
hibits have  been  allotted.  This  speaks  well 
for  the  association  in  many  ways.  The  tools 
of  our  “trade”  increase  with  bewildering 
rapidity  and  many  times  it  is  extremely  diffi- 
cult to  separate  the  wheat  from  the  chaff. 
The  opportunity  to  make  personal  contacts 
with  our  exhibitors  is  valuable.  Pertinent 
and  varied  questions  arise  in  our  own  minds 
and  in  the  minds  of  interested  colleagues.  It 
is  an  education  in  itself  to  be  able  to  obtain 
first-hand  information  from  those  who  are 
qualified  to  give  it  and  anxious  that  it  be  cor- 
rect. Delegates  from  component  State  asso- 
ciations and  allied  professions  are  indeed 
welcome  guests.  It  is  a pleasant  privilege  to 
have  them  with  us  and  a most  cordial  invita- 
tion is  extended  to  attend  any  and  all  meet- 
ings and  participate  in  the  discussions.  The 
speaker  at  the  annual  banquet  needs  no  in- 
troduction to  our  membership.  As  an  editor, 
as  an  interested  and  loyal  member  of  his  pro- 
fession he  will  in  the  future,  as  he  has  in  the 
past,  defend  and  protect  the  rights  of  medi- 
cine to  practice  as  a free  and  independent 
profession. 
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Army  Experience  for 
Physicians 

The  wisdom  underlying  the  plans  of  the 
War  Department  to  afford  civilian  physi- 
cians, under  thirty-five  years  of  age,  one  year 
of  active  duty  in  the  United  States  Army 
who  will  accept  appointment  in  the  Medical 
Reserve  Corps  is  beyond  question.  In  view 
of  the  madness  and  worse  in  some  sections 
of  the  world  the  organization  of  our  national 
defense  should  he  complete  in  all  details.  To 
act  or  do  otherwise  is  not  only  silly  but  is  an 
open  invitation  for  those  of  perverted  minds 
to  attempt  to  force  their  “ideals”  on  a nation 
having  a far  different  concept  on  life  and  its 
opportunities. 

Army  Medicine,  if  the  term  may  be  per- 
mitted, differs  greatly  in  many  ways  from 
the  clinical  problems  of  civilian  life.  The 
proposed  year  offers  not  only  a post  graduate 
internship  in  military  medicine  and  surgery, 


with  rates  of  pay  and  assurances  that  must 
offer  some  attraction  to  the  younger  members 
of  the  profession,  which  of  course  is  far,  far 
from  the  main  consideration,  but  present  un- 
equalled opportunities  for  medical  men  to 
learn  the  duties  of  an  officer  in  a service  be- 
coming more  and  more  highly  specialized. 
Physicians  accepting  this  service  will  do  two 
things  extremely  worth  while.  They  will  dis- 
charge a duty  of  great  civic  importance ; they 
will  prepare  themselves  adequately  to  be  a 
most  essential  part  in  the  vast  machine  that 
must  by  necessity  be  put  into  operation  in 
the  event  of  disaster  to  our  country.  Already 
peaceful  and  kind  peoples  have  had  this  mis- 
fortune, the  result  of  being  “neighbors”  to 
countries  imbued  with  the  conviction  that 
force  is  right,  and  the  end  is  not  yet.  A pre- 
pared nation  is  in  far  less  danger  than  one 
less  fortunate  and  wise. 

The  announcement  in  the  April,  1940, 
issue,  page  113,  conveys  important  informa- 
tion to  those  interested. 


Atmospheric  Ragweed  Pollen  Survey  for  1939 


1.  Portland. 

Glass  slides  were  exposed  for  fifty  consecu- 
tive days  on  the  roof  of  the  Maine  General 
Hospital,  under  supervision  of  the  patholo- 
gist, Dr.  Warren.  The  highest  pollen  day 
was  September  2.  The  number  of  “hay  fever 
days”  (count  of  25  + ) was  10.  The  pollen 
index  (Durham)  was  14. 

2.  Camden. 

The  receiving  station  was  placed  at  the 
CCC  camp  under  supervision  of  the  Maine 
Health  Bureau.  The  fifty-day  season,  Au- 
gust 10  to  September  28,  showed  the  highest 
pollen  day  September  3.  The  number  of  hay 
fever  days  was  17.  The  pollen  index  was  2G. 
Surprised  by  this  high  count,  an  investiga- 
tion was  made  before  publication.  Mr.  O.  C. 
Durham,  after  a re-check,  wrote:  “The  Cam- 
den figures  are  higher  than  anything  we  have 
had  from  Maine.  . . . How  do  you  account 
for  this  ?” 

Untilled  fields  of'  ragweed  were  reported 


surrounding  the  receiving  station.  The  Cam- 
den Chamber  of  Commerce  reports:  “Rag- 
weed flourished  in  the  greatest  luxuriance 
around  the  barracks  of  the  CCC  camp  where 
the  pollen  count  was  taken.  We  noticed  more 
ragweed  at,  this  point,  where  the  receiving  sta- 
tion was  located,  than  in  any  other  part  of  the 
township.” 

The  Chamber  of  Commerce  would  like  the 
survey  to  be  repeated,  either  in  a more  repre- 
sentative location,  or  possibly  in  the  same 
place.  As  the  CCC  camp  has  indicated  its  will- 
ingness to  try  to  eradicate  the  ragweed  this 
year,  the  pollen  reception  could  be  considered 
at  the  camp  location.  Until  a re-clieck  is  thus 
made,  it  would  appear  that  the  above  figures 
should  not  be  considered  conclusive  for  the 
town  of  Camden. 

Soils  must  be  kept  busy  with  some  worth- 
while cover — otherwise  ragweed.  Unbroken 
turf  does  not  grow  ragweed. 

Signed, 

Charles  B.  Sylvester,  M.  D. 
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Report  of  Councilor , iors/ 
District 

To  the  Officers  and  Members  of  the  Maine 
Medical  Association: 

Annual  report  of  Cumberland  and  York 
County  Societies. 

Cumberland  County 

Active  Membership — 163. 

Honorary  Membership — 7. 

Mew  Members — Gordon  N.  Johnson,  M. 
D.,  Portland;  Victor  Simecek,  M.  D.,  Bruns- 
wick; Philip  Gregory,  M.  1).,  Boothbay  Har- 
bor; Joseph  E.  Porter,  M.  D.,  Portland; 
Milton  S.  Thompson,  M.  D.,  Portland; 
Harry  Christiansen,  M.  I).,  Portland. 

Deceased — Carl  C.  Corson,  M.  D.,  Port- 
land. 

Officers — President,  Luther  Brown,  M.  D., 
Portland;  Vice  President,  Howard  Hamb- 
len, M.  D.,  Windham;  Secretary  and  Treas- 
urer, Donald  Daniels,  M.  D.,  Portland. 

Board  of  Councillors — Charles  Hunt,  M. 
D.,  Portland;  Harry  Emery,  M.  D.,  Port- 
land; George  Tibbetts,  M.  D.,  Portland. 

Delegates  to  State  Medical  Society — Frank 
Smith,  M.  D.,  Westbrook;  E.  H.  Drake,  M. 
D.,  Portland;  Francis  Dooley,  M.  D.,  Port- 
land; Ralph  Heifetz,  M.  D.,  Portland;  Theo- 
dore Bramhall,  M.  D.,  Portland;  Franklin 
Ferguson,  M.  D.,  Portland;  Edward  Greco, 
M.  D.,  Portland. 

Alternates,' — Louis  Hills,  M.  D.,  Westbrook ; 
Eugene  O’Donnell,  M.  D.,  Portland ; Thor 
Miller,  M.  D.,  Westbrook;  Gordon  Johnson, 
M.  D.,  Portland;  Eugene  MacDonald,  M.  D., 
Portland;  William  Needelman,  M.  D.,  Port- 
land; Deforest  Weeks,  M.  D.,  Portland. 

Legislative  Committee  — Charles  Sylves- 
ter, M.  D.,  Portland. 

Committee  on  Outside  Relations — Roland 
Moore,  M.  D.,  Portland;  Phillip  McCrum, 
M.  D.,  Portland;  Richard  Hawkes,  M.  D., 
Portland. 


Society  Meetings  were  held  on 

November  9,  1939  — Leland  Powers  of 
Boston,  who  has  had  many  years’  experience 
defending  malpractice  suits,  spoke  on  that 
subject.  A goodly  number  of  legal  brethren 
were  present. 

December  8,  1939 — Grantley  Taylor,  M. 
D.,  Boston,  “Carcinoma  of  the  Breast.” 

February  16,  1940,  Pneumonia  Panel, 
headed  by  Frederick  T.  Hill,  M.  D.,  Water- 
ville. 

April  25,  1940 — Herbert  Kelly,  M.  D., 
Associate  Professor,  University  of  Pennsyl- 
vania, “Important  Phases  of  Nutrition  and 
Vitamin  Deficiencies.” 

Meetings  were  well  attended  and  papers 
were  interesting  with  much  favorable  discus- 
sion. 

Fifty-year  medal  qualification  — Henry 
Herbert  Brock,  M.  D.,  one  of  Maine’s  most 
noted  surgeons  in  the  last  half  century. 

Dry  Clinics  were  held  at  the  Maine  Gen- 
eral Hospital  in  the  afternoon  before  each  of 
the  Society  Meetings.  These  Clinics  have 
much  teaching  value,  and  a lot  of  credit  is 
due  Dr.  George  Cummings  and  his  assistants 
for  the  time  and  effort  spent  in  their  prep- 
aration. 

York  County 

Active  Membership — 47. 

Honorary  Membership — 1 . 

New  Members — Ralph  S.  Belmont,  M.  D., 
Sanford ; George  T.  Gould,  M.  D.,  Bidde- 
ford;  William  F.  Mahoney,  M.  D.,  Saco; 
Leon  Nemon,  M.  D.,  Old  Orchard  and  Port- 
land. 

Deceased — Henry  L.  Durgin,  M.  D., 
South  Eliot,  Maine. 

Moved  out  of  County — Dana  B.  Mayo,  M. 
D.,  from  South  Eliot,  Maine;  A.  W.  Winch, 
M.  D.,  from  Sanford. 

Officers — President,  AY  T.  Roussin,  M.  D., 
Biddeford ; Vice  President,  O.  B.  Head,  M. 
D.,  Sanford;  Secretary  and  Treasurer,  C.  AA7. 
Kinghorn,  M.  D.,  Kittery. 
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Board  of  Censors — Paul  S.  Hill,  Jr.,  M. 
D.,  1940,  Saco;  E.  C.  Cook,  M.  D.,  1941, 
York;  J.  R.  Larochelle,  M.  I).,  1942,  Bidde- 
ford. 

Delegates  to  the  State  Medical  Society — 
C.  W.  Kinghorn,  M.  D.,  Kittery;  Paul  S. 
Hill,  M.  D.,  Saco. 

Alternates — J.  H.  MacDonald,  M.  D., 
Kennebunk ; Carl  E.  Richards,  M.  D., 
Alfred. 

Fifty-Year  Medal  Qualification  — E.  E. 
Shapleigh,  M.  I).,  Kittery. 

Quarterly  meetings  were  held  as  follows: 

August  2G,  1939 — Joint  Clam  Bake  and 
Picnic  with  Cumberland  County  Society. 

October  11,  1939 — Hill  Croft  Inn,  York 
Harbor,  Maine;  Speaker,  William  J.  Buck- 
ley,  M.  D. ; Medical  Examiner  Suffolk 
County,  Mass. 

January  10,  1940 — Goodall  Hospital, 

Sanford,  Maine,  Panel  Discussion ; Cardio- 
vascular diseases. 

April  3,  1940 — Kennebunk  Inn,  Kenne- 
bunk, Maine,  Panel  Discussion,  Head  In- 
juries. 

All  of  the  meetings,  with  the  exception  of 
the  Clam  Bake,  were  well  attended.  The  at- 
tendance this  year  was  much  improved  over 
previous  years.  The  programs  were  much 
better,  and  the  doctors  of  the  County  really 
think  that  they  are  now  getting  something 
out  of  the  meetings. 

Respectfully  submitted, 

S.  A.  Cobb,  M.  I)., 

Councilor,  First  District. 


Report  of  Councilor,  Second 
District 

As  Councilor  for  the  Second  District,  I 
submit  the  following  report : 

Oxford  County  Medical  Society 

The  Oxford  County  Medical  Society  held 
one  regular  meeting  on  October  25,  1939, 
which  was  the  annual  meeting  at  which  the 
following  officers  were  elected:  William  T. 
Rowe,  M.  I).,  President;  C.  W.  Eastman,  M. 


D.,  Vice  President;  and  James  S.  Sturtevant, 
M.  D.,  Secretary-Treasurer.  At  this  meet- 
ing, L.  C.  Montgomery,  M.  D.,  Professor  of 
Medicine  at  McGill  Medical  School,  gave  an 
illustrated  lecture  on  The  Diagnosis  and 
Treatment  of  Pneumonia. 

There  has  been  one  special  meeting  for  the 
acceptance  of  new  members.  There  has  been 
a gain  of  one  in  membership  for  the  past 
year,  the  membership  now  being  37. 

Androscoggin  County  Medical  Society 

The  Androscoggin  County  Medical  Society 
held  eight  regular  meetings  and  an  outing  at 
Poland  Springs  during  1939,  and  four  meet- 
ings this  year  so  far  with  an  outing  at  Poland 
Springs  planned  for  the  May  meeting.  The 
programs  for  the  most  part  have  been  put  on 
by  Maine  doctors  and  the  panels  sponsored 
by  the  State  Association  have  been  used  on 
several  occasions. 

Since  the  beginning  of  1939,  five  members 
have  been  lost,  two  moving  away,  two  deaths, 
and  one  resignation,  but  there  have  been  five 
new  members  so  that  the  total  membership 
remains  the  same,  namely  77. 

Eraniclin  County  Medical  Society 

The  Franklin  County  Medical  Society  has 
held  four  meetings  which  include  the  Annual 
Outing  in  August,  1939,  a meeting  Decem- 
ber G,  1939,  at  which  the  Panel  Discussion 
on  Pneumonia  was  presented,  a meeting  Feb- 
ruary 8,  1940,  with  a program  of  Medical 
Films,  and  a meeting  April  29,  1940,  at 
which  Edwin  E.  Gehring,  M.  D.,  of  Port- 
land, was  guest  speaker. 

Respectfully  submitted, 

Eugene  M.  McCarty, 
Councilor,  Second  District. 


Report  of  Councilor , Third 
District 

As  Councilor  of  the  Third  District,  I sub- 
mit the  following  report: 

Sagadahoc  County  Society  has  a member- 
ship of  seventeen  in  good  standing.  The 
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usual  number  of  meetings  have  been  held, 
the  programs  have  been  well  selected  and  the 
meetings  have  been  well  attended. 

The  Knox  County  Society  lias  a member- 
ship of  thirty-one  in  good  standing.  Six 
meetings  have  been  held  this  year  with  a 
better  than  usual  attendance. 

The  meetings  have  been  held  in  the  eve- 
ning following  a Staff  Teaching  Clinic  held 
at  the  Knox  County  Hospital  in  the  after- 
noon. 

This  arrangement  has  afforded  exception- 
ally interesting  meetings  and  has  attracted 
frequent  guests  from  the  Waldo  and  Sagada- 
hoc County  Societies. 

I believe  this  District  has  enjoyed  the  best 
year  ever. 

Respectfully  submi tied , 

Wm.  Ellingwood,  M.  T)., 
Councilor , Third  District. 


Report  of  Councilor,  Fourth 
District 

To  the,  Members  of  the  Maine  Medical 
Association: 

It,  gives  me  great  pleasure  to  report  that 
all  societies  in  the  Fourth  District  have  held 
regular  and  interesting  meetings  during  the 
past  year. 

All  programs  have  been  interesting  and 
instructive  with  an  unusual  number  of  mem- 
bers in  attendance. 

We  are  all  looking  forward  to  the  Annual 
Session  at  Rangelev  Lakes  where  a grand 
program  has  been  prepared  for  our  instruc- 
tion and  entertainment. 

Carl  TI.  Stevens, 
Councilor,  Fourth  District. 


Report  of  Councilor,  Fifth 
District 

The  Washington  County  Society  held  its 
usual  three  meetings  during  the  year.  They 
were  successfully  and  well  attended.  Their 


annual  meeting  for  the  election  of  officers 
will  be  held  this  month. 

Hew  life,  of  autogenous  origin,  has  been 
injected  into  the  Hancock  County  Society. 
President  Ralph  W.  Wakefield  in  his  un- 
varying agreeable  way,  holds  every  member 
responsible  for  appearing  at  the  regular 
meetings  of  the  society.  This  method  not 
only  seems  to  be  effective  in  raising  attend- 
ance to  a satisfactory  level  but  interest  in 
individual  meetings  has  been  keen  and  prom- 
ising. Six  meetings  were  held  during  the 
vear. 

R.  Bltss,  M.  I)., 
Councilor,  Fifth  District. 


Report  of  Councilor , Sixth 
District 

To  the  Members  of  the  Maine  Medical  /i.s\so- 
ciation : 

During  the  past  year  as  Councilor  of  the 
Sixth  District,  I have  had  the  pleasure — and 
it  was  a real  pleasure — of  visiting  the  various 
societies  in  this  district. 

Each  County  Society  seems  to  be  getting 
along  well  and  the  meetings  were  well  at- 
tended. The  programs  were  well  arranged 
and  interesting.  At  one  of  the  Penobscot 
County  meetings,  Doctor  Craig  showed  me 
the  new  addition  to  the  Eastern  Maine  Gen- 
eral Hospital.  The  doctors  who  have  the 
privilege  of  working  there  are  to  be  envied. 

As  I am  finishing  my  work  as  Councilor 
this  year,  I desire  to  take  this  opportunity 
of  thanking  the  various  societies  for  the  many 
pleasant  and  instructive  meetings  I have  en- 
joyed with  them,  for  the  entertainment  they 
have  so  cordially  extended  and  for  their  co- 
operation in  the  work  of  the  Maine  Medical 
Association. 

P.  L.  B.  Ebbett, 

Councilor,  Sixth  District. 


Every  war  is  a national  calamity,  whether 
victorious  or  not  — General  von  Moltke  — 
Except  the  war  011  tuberculosis. 
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Cancer  Committee , 1939-1940 

The  Cancer  Committee  has  not  sponsored 
any  special  or  new  projects  during  the  past 
year.  Even  more  than  in  past  years  the  work 
of  the  Committee  has  merged  with  the  activi- 
ties of  the  Women’s  Field  Army.  Members 
of  the  Cancer  Committee  are  also  members 
of  the  Executive  Committee  of  the  Field 
Army  and,  as  such,  have  functioned  in  the 
various  Cancer  Clinics  and  cancer  activities 
thruout  the  State. 

Established  Cancer  Clinics  have  continued 
at  the  several  Hospitals  thruout  the  State. 
The  question  of  starting  new  diagnostic  cen- 
ters in  the  northern  part  of  the  State  has  not 
yet  been  answered. 

A panel  group  is  organized  and  at  the  dis- 
posal of  program  committees  of  County  socie- 
ties. This  service  has  not  been  used. 

Most  of  our  professional  activities  should 
find  an  outlet  in  services  rendered  to  the 
Cancer  Clinics.  T suggest  that  heads  of  these 
groups  meet  for  the  purpose  of  organizing  all 
the  Clinics  with  methods  of  procedure  as 
uniform  as  possible  thruout  the  State.  In 
this  way,  patients  who  seek  the  Clinics  as  a 
result  of  the  educational  work  of  the 
Women’s  Field  Army  will  be  cared  for  in 
the  same  general  way  and  future  statistical 
studies  will  be  made  more  accurate  and 
valuable. 

Forrest  B.  Ames,  M.  F)., 

Chairman  Cancer  Co mmittee, 
Maine  Medical  Association. 


Public  Relations  Committee 

The  Chairman  of  the  Public  Relations 
Committee  of  the  Maine  Medical  Association 
has  had  one  meeting  at  which  all  members 
were  present. 

The  various  angles  of  our  Public  Relations 


were  discussed  and  a subcommittee  of  two 
were  appointed  to  represent  the  full  commit- 
tee on  matters  which  it  might  be  difficult  to 
get  the  committee  as  a whole  together. 

One  member  of  the  committee,  Dr.  F.  T. 
Hill,  with  the  Secretary  of  the  State  Associa- 
tion, have  been  active  in  improving  the  rela- 
tionship between  the  Medical  men  of  Maine 
and  the  Veterans  Facilities  at  Togus.  Each 
member  of  the  Association  has  a definite 
duty  toward  the  patient  and  toward  the 
Facilities  at  Togus.  Town  officials,  welfare 
agencies  and,  in  one  or  two  instances,  physi- 
cians have  advised  moving  patients  to  Togus, 
which  proved  to  be  wrong  advice  as  patients 
have  either  died  on  the  way  or  very  soon 
after  arrival  at,  the  Facility. 

The  committee  requests  that  each  physi- 
cian may  best  preserve  our  standing  as 
Medical  Men  and  as  an  Association  by  being 
careful  in  this  matter. 

Respectful  ly  submitted, 

W.  E.  Kersii  NER, 

Chairman. 


Publicity  Committee 

To  the  Officers  and,  Members  of  the  Maine 
Medical  Association: 

The  Chairman  of  the  Publicity  Committee 
reports  that  the  only  official  releases  for 
newspaper  publication  during  the  year  were 
the  notices  and  programs  of  the  Clinical  Ses- 
sion held  at  Waterville,  October  25,  26, 
1939. 

The  Council  wishes  to  maintain  the  policy 
of  having  all  publicity  emanate  from  the 
Publicity  Committee  and  thus  avoid  unau- 
thorized publication  of  Association  affairs. 

Thomas  A.  Foster,  M.  D., 

67/ airman  Publicity  C ommittee. 
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Special  Committees 


Advisory  Committee  on 
Syphilis  Control 

The  Venereal  Disease  Advisory  Commit- 
tee of  the  Maine  Medical  Association  met  in 
the  office  of  the  Director  of  Health,  on  July 
21,  1939.  Members  present  were  Dr.  Foster, 
Dr.  Carter,  Dr.  Morrell,  and  Dr.  Mitchell, 
the  Director  of  Health. 

Several  matters  were  discussed,  and  it  was 
decided  that  it  was  desirable  to  have  a uni- 
form system  of  records  of  all  clinic  treat- 
ments, with  duplicate  copy  at  the  office  of  the 
Bureau  of  Health. 

It  was  also  recommended  that  drugs  dis- 
tributed by  the  Bureau  of  Health  to  physi- 
cians and  clinics,  for  treatment  of  syphilis, 
be  limited  in  kind  to  the  following  prepara- 
tions : 

Mercury  Cyanide 
Su  lph  ar  sphen  am  i n e 
Tryparsamide 

Bismuth  Subsalicylate  in  Oil 

Bismarsen 

Distilled  Water 

Mapharsen 

FT  eo-Arsphen  am  i ne 

A second  meeting  was  held  at  the  office  of 
the  Director  of  the  Bureau  of  Health  on 
April  5,  1940,  for  the  purpose  of  checking 
the  supply  of  anti-svphilitic  drugs. 

In  going  over  the  records  at  the  Bureau, 
a 12%  increase  in  blood  examinations  was 
noted,  during  the  present  fiscal  year. 

Clinics  have  been  established  to  the  total 
number  of  twenty-nine.  Clinics  are  now  lo- 
cated in  the  following  places: 

Augusta,  Bangor,  Bath,  Belfast,  Bidde- 
ford,  Bingham,  Calais,  Danforth,  Eastport, 
Ellsworth,  Grand  Isle,  Guilford,  Houlton, 
Island  Falls,  Lewiston  (two  clinics),  Milli- 
nocket,  Old  Town,  Portland  (three  clinics), 
Presque  Isle,  Rockland,  Rumford,  San- 
ford, Skowhegan,  Waterville,  Wilton  and 
Winthrop. 

Benjamin  B.  Foster, 
Chairman  Advisory  Committee 
on  Syphilis  Control. 


Committee  on  Problems  of 
Health  Insurance  and 
State  M edicine 

As  Chairman  of  the  Committee  on  Prob- 
lems of  Health  Insurance  and  State  Medi- 
cine, I have  the  honor  to  report  that  the 
Committee  has  not  had  a meeting.  There 
seemed  to  be  no  immediate  problems  con- 
fronting us  and  no  new  angles  which  have 
not  been  handled  bv  the  parent  body,  the 
American  Medical  Association. 

Respectfully  submitted. 

W.  E.  K e’rshner, 

Chairman. 


Committee  on  Graduate 
Education 

To  the  President  and  Members  of  the  Maine 
M ediral  Association: 

Consistent  progress  seems  to  have  been 
made  during  the  past  year  in  the  further 
development  of  a Continuation  Program  of 
Education.  Your  committee  has  had  avail- 
able for  presentation  at  county  society  meet- 
ings panel  discussions  on  “Pneumonia,”  “Car- 
dio-Renal  Disease,”  “Fractures,”  “Acute 
Appendicitis,”  “Thoracic  Surgery,”  “Blood 
Dyscrasias,”  and  “Skull  Injuries.”  In  addi- 
tion a panel  presenting  clinico-pathological 
discussions  lias  been  organized  by  Dr.  Gott- 
lieb. These  panels  have  been  utilized  by  a 
number  of  the  different  county  societies  and 
seem  to  have  been  well  received.  It  is  the 
desire  of  the  committee  to  furnish  programs 
on  any  subjects  which  might  be  desired  by 
the  different  county  societies.  Requests  for 
such  subjects  will  receive  the  prompt  atten- 
tion of  the  committee. 

The  Graduate  Fellowships,  provided 
through  the  Bingffam  Associates  and  the 
Commonwealth  Fund,  are  fulfilling  a much 
needed  purpose  and  are  being  widely  util- 
ized. The  committee  has  cooperated  with  the 
Directors  of  these  two  Foundations,  endeav- 
oring to  see  to  it  that  these  fellowships  are 
allocated  where  most  urgently  needed. 
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The  extension  course  of  lectures  provided 
by  the  Central  Maine  General  Hospital  at 
Lewiston  has  been  most  valuable  and  served 
a most  useful  purpose  in  bringing  into  the 
State  teachers  of  national  repute. 

Perhaps  the  most  encouraging  feature  of 
the  whole  program  is  the  gradual  develop- 
ment of  staff  programs  in  individual  hospi- 
tals. These  are  more  and  more  becoming  of 
an  educational  nature.  Ultimately  the  com- 
munity hospital  must  assume  the  responsi- 
bility for  carrying  on  this  Continuation 
Program  of  Education.  After  all  self-educa- 
tion is  of  the  greatest  value,  and  accomplishes 
the  most  in  the  development  of  the  individ- 
ual physician. 

Your  committee  actively  cooperated  in  the 
Hew  England  Post  Graduate  Assembly  last 
Fall,  and  has  been  represented  at  the  com- 
mittee meetings  held  during  the  past  year  in 
preparation  for  the  Assembly  to  be  held  next 
Fall.  It  is  hoped  that  there  will  be  an  even 
larger  attendance  of  our  members  at  this 
coming  session. 

The  expenses  of  the  committee  to  date 
have  been  $131.66.  This  was  largely  for  ex- 
penses of  the  panel  discussion  on  u Anaes- 
thesia” at  the  Fall  Clinical  Session. 

Early  in  the  Fall  a questionnaire  was  sent 
to  the  county  secretaries  requesting  informa- 
tion as  to  the  desires  of  the  different  county 
societies  in  regard  to  our  program.  Little 
information  was  received  from  these  ques- 
tionnaires, due  to  incomplete  returns  on  the 
part  of  the  secretaries. 

The  activities  of  our  State  Association  in 
Graduate  Education  was  a subject  of  a most 
favorable  report  rendered  by  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 
Recommendations 

Your  committee  recommends  that,  (1)  the 
present  program  be  continued,  (2)  that  the 
State  Association  continue  to  participate  in 
New  England  Post  Graduate  Assembly,  (3) 
that  the  individual  community  hospitals  be 
encouraged  to  develop  a teaching  program  as 
a part  of  their  staff  activities,  and  (4)  lastly 
that  greater  coordination  be  developed  be- 
tween the  annual  Summer  and  Fall  meetings 
of  the  Association,  and  the  work  of  this  com- 
mittee. It  may  seem  desirable  to  do  away 
with  the  Fall  Clinical  Session  and  devote 
more  of  our  efforts  towards  the  furtherance 


of  the  New  England  Post  Graduate  Assem- 
bly. At  the  present  time  the  committee  is  not 
ready  to  take  a definite  stand  on  this  matter. 

Respectfully  submitted, 

Eugene  E.  Holt,  Jr., 

J ulius  Gottlieb, 

Frank  H.  Jackson, 

Leroy  H.  Smiti-i, 

Frederick  T.  Hill,  Chairman, 
May  1,  1940. 


Committee  on  Maternal 
Welfare 

This  committee  has  continued  its  study  of 
maternal  and  infant  mortality  in  Maine,  and 
has  noted  with  satisfaction  that  a marked 
improvement  has  occurred.  A start  has  been 
made  toward  the  establishment  of  new  pre- 
natal clinics  to  serve  the  rural  population. 
Obstetrical  motion  picture  films  have  been 
furnished,  through  the  State  Bureau  of 
Health,  for  the  instruction  of  nurses  in  hos- 
pitals, and  such  films  are  available,  upon 
request,  to  medical  instructors  of  classes  in 
obstetrics.  Questionnaires  have  been  sent  out 
to  various  physicians  in  an  attempt  to  accu- 
rately classify  cases  in  which  the  cause  of 
death  may  appear  doubtful.  Prompt  re- 
sponse, with  full  information,  from  those 
receiving  such  questionnaires  will  greatly 
facilitate  the  work  of  the  committee;  need- 
less to  say,  all  information  received  in  this 
way  is  regarded  as  strictly  confidential,  and 
is  revealed  to  nobody  except  the  committee. 

This  work  is  painstaking  and  slow,  and 
not  productive  of  immediate  or  startling  re- 
sults, but  it  is  felt  that  some  progress  has 
been  made,  and  therefore  it  is  urged  that 
this  or  some  similar  committee  be  continued. 

Roland  B.  Moore, 

Chairman. 


Five  times  out  of  six,  mothers  with  un- 
treated syphilis  bear  dead  or  diseased  babies, 
according  to  the  statement  issued  by  the 
Public  Health  Service. 

In  pointing  out  that  60,000  syphilitic 
babies  are  born  every  year,  the  Federal  health 
authorities  emphasize  the  tragic  but  need- 
less consequences  of  neglecting  to  give 
syphilis  tests  and  treatments  to  prospective 
mothers. 


Volume  XXXI,  No.  6 


Report  of  Secretary-Treasurer 


173 
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As  Secretary,  I am  pleased  to  submit  tlie 
following  annual  report : 

There  are  688  active  members  in  good 
standing  in  the  Associaton,  and  24  Honorary 
Members.  We  have  added  to  our  roster  38 
new  members  and  have  lost  27  ; 19  through 
death  and  8 who  have  moved  out  of  the  State. 

In  accordance  with  our  By-Laws,  Chapter 
VIII,  Section  I,  Ave  dropped,  in  April.  20 
members  for  non-payment  of  dues.  Five  have 
been  reinstated. 

The  following  County  Societies  are  to  be 
commended  for  100%  payment  of  dues; 
Franklin,  Hancock,  Knox,  Oxford,  Penob- 
scot, Piscataquis,  Sagadahoc,  Somerset  and 
Waldo. 

The  Yearbook  of  Obstetrics  and  Gynecol- 
ogy and  fillers  for  Brenneman’s  Pediatrics 
have  been  purchased  for  the  Spalding  Me- 
morial Library  at  the  Maine  General  LIos- 
pital,  Portland,  at  a cost  of  $16.75  from  the 
unexpended  income  of  the  Thayer  Library 
Fund. 

The  1939  fall  clinical  session  was  held  at 
Waterville,  October  25th  and  26th.  Clinics 
Avere  presented,  each  day,  at  the  Central 
Maine  Sanatorium,  Elm  City  Hospital,  Sis- 
ters’ Hospital  and  Thayer  Hospital.  Wednes- 
day evening,  the  Committee  on  Graduate 
Education  under  the  chairmanship  of  Ered- 
erick  T.  Hill,  M.  L).,  presented  a panel  dis- 
cussion. on  Modern  Anesthesia.  Participating 
in  this  discussion  which  was  summarized  by 
Paluel  J.  Elagg,  M.  D.,  of  Hew  York  City, 
Avere  Howard  M.  Chute,  M.  IT,  Boston ; M. 
Fletcher  Eades,  M.  D.,  Boston;  Sidney  C. 
Wiggin,  M.  D.,  Boston;  and  Gilbert  Clapper- 
ton,  M.  D.,  LeAviston.  Thursday  evening  was 


the  regular  meeting  of  the  Kennebec  County 
Medical  Association.  Elliott  C.  Joslin, 
M.  D.,  of  Boston,  Guest  Speaker,  spoke  on 
Diabetes. 

The  88th  annual  session  Avill  be  held  at  the 
Rangeley  Lake  Hotel,  Rangeley  Lakes, 
Maine,  June  23rd,  24th,  and  25th.  An  ex- 
cellent program,  to  be  found  elsewhere  in  this 
issue,  has  been  prepared  by  the  Scientific 
Committee  of  which  Merrill  S.  E.  Greene, 
M.  D.,  of  LeAviston,  is  Chairman.  The  report 
of  the  Council  for  the  year  will  be  presented 
by  the  Chairman,  P.  L.  B.  Ebbett,  M.  D.,  of 
Houlton,  at  the  first  meeting  of  the  House  of 
Delegates  , Sunday,  June  23rd,  at  4.30  P.  M. 

The  Association  will  have  the  privilege  of 
presenting  Fifty-Year  Service  Medals  to 
Frederick  B.  Adams,  M.  D.,  Rockland; 
Henry  H.  Brock,  M.  D.,  Portland,  and 
Edward  E.  Shapleigh,  M.  D.,  Kittery. 

All  space  allocated  for  Commercial  Ex- 
hibits has  been  reserved  and  I sincerely  hope 
that  due  appreciation  of  this  support  will  be 
shown  by  each  and  every  member  present. 

Your  Secretary  wishes  to  express  his  ap- 
preciation for  the  cooperation  of  the  county 
secretaries,  councilors,  and  other  officers  of 
the  Association  in  carrying  on  the  Avork  of  the 
Association  during  the  past  year. 

The  books  of  the  Association  and  Journal 
were  closed  and  audited  as  of  May  31,  1940. 
The  Auditor’s  Report  Avill  be  found  on  Page 
187. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary-T  re  as  lire  r. 

May  31,  1940. 


R.  Bliss— Continued  from  page  162 


ing  exorbitant  fees  for  his  benefit.  The  inex- 
cusable article  has  no  other  touch  of  humor 
fo  relieve  its  sordid  theme. 

That  an  able  surgeon  stepping  down  from 
a trail  pure  and  white  with  notable  achieAre- 
ment  should  deliberately  seek  to  blacken  and 


smear  the  road  over  which  the  next  genera- 
tion of  young  men  must  travel,  at  least  illus- 
trates another  way  of  bearing  up  under  the 
strain  of  retirement. 

Ho  penalty  is  severe  enough  for  the  un- 
clean bird  Avho  literally  befouls  his  oavu  nest. 
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Report  of  the  Necrologist, 

1939-1940 


Maine  Medical  Association  deceased  mem- 
bers since  May  31,  1939: 

Bisbee,  Charles  Melville,  Rumford 
Bryant,  Bertram  Lewis,  Bangor 
Cole,  Frederick  Melvin,  Gardiner 
Corson,  Carl  Cutting,  Portland 
Dickison,  Thomas  S.,  Houlton 
Durgin,  Henry  Irwin,  South  Eliot 
Emerson,  Oscar  Rodney,  Newport 
Hathaway,  William  R.,  A I ilo. 

Kilgore,  Albert  Ervin,  Brooks 

Leijonberg,  Erans,  Liberty 

Real,  George  Arthur,  Southwest  Harbor 


Nichols,  John  Witliam,  Farmington 
Pelletier,  Joseph  J.,  Lewiston 
Potter,  John  Garfield,  Houlton 
Redman,  Samuel  J.,  Dexter 
Sawyer,  Alfred  Loomis,  Fort  Fairfield 
Shaw,  Arthur  A.,  Clinton 
Sprince,  Henry,  Lewiston 
Totman,  Virgil  Connor,  Oakland 
Trick ey,  Winfield  Benjamin,  Pittsfield 
Respectfully  submitted, 

Frederick  R.  Carter,  M.  D.. 

Necrologist. 


W anting* 


Numerous  complaints  have  reached  the 
Registry  of  Medical  Technologists  regarding 
the  activities  of  a Mr.  C.  A.  Bartholomew  of 
Red  Bank,  New  Jersey,  who  has  launched  an 
organization  styled  the  “American  Medical 
Technologists,”  which  purports  to  issue  cer- 
tificates of  qualification.  It  is  soliciting  mem- 
bership especially  among  graduates  of  lion- 
approved  schools  or  those  who  are  ineligible 
for  examination  by  the  standards  of  the 
Registry. 

Bartholomew  has  never  taken  the  Registry 
examination  but  assumes  the  designation  of 
M.  T.  after  his  name  in  his  drive  for  member- 
ship. He  has  also  presumed  to  give  approval 
to  a number  of  commercial  schools  which  are 
not  approved  by  the  Registry. 


This  enterprise  is  not  sponsored  by  any 
scientific  society  lint  appears  to  be  motivated 
by  commercial  aspects,  as  a $5.00  registration 
fee  is  solicited  from  those  desiring  to  join. 

To  obviate  any  confusion  of  this  unauthor- 
ized movement  with  the  legitimate  work  of 
the  Registry  of  Medical  Technologists  of  the 
American  Society  of  Clinical  Pathologists, 
this  warning  is  issued  to  all  interested  in 
maintaining  high  standards  to  disseminate 
the  true  information  to  the  unwary  about  the 
standing  of  the  so-called  “American  Medical 
Technologists.” 

* From  the  American  ■ Journal  of  Clinical  Pathol- 
ogy, Volume  10,  Number  3,  March,  1940,  page  261. 


Volume  XXXI , No.  6 


County  News  and  Notes 


175 


County  Neivs  and  Notes 


Cumberland 

A clinic  and  dinner  meeting  of  the  Cumberland 
County  Medical  Society  was  held,  Thursday,  May 
23,  1940,  at  Portland,  Maine. 

George  0.  Cummings,  M.  D.,  presided  at  the 
Clinic  at  the  Maine  General  Hospital  at  5.00  P.  M. 
The  following  cases  were  presented: 

Tumor  Clinic  Statistics — Albert  D.  Foster,  M.  D., 
Tumor  Clinic. 

Histological  Grading  of  Tumors — Joseph  E.  Por- 
ter, M.  D.,  Pathological  Dept. 

Methods  of  and  Indications  for  Biopsy — Mortimer 
Warren,  M.  D.,  Pathological  Dept. 

Pre-  and  Post-operative  Demonstration  of  Skele- 
tal Metastasis — Langdon  T.  Tliaxter,  M.  D.,  X-Ray 
Dept. 

Intra-oral  X-Ray  in  Cancer  of  the  Mouth — Jack 
Spencer,  M.  D.,  X-Ray  Dept. 

Radium  in  Treatment  of  Cancer — William  Holt, 
1VI.  D.,  Director  Radium  Therapy. 

Relief  of  Pain  in  Cancer — H.  E.  Macdonald,  M.  D. 

Cancer  of  the  Prostate — Clinton  N.  Peters,  M.  D., 
Urological  Service. 

Bronchiogenic  Carcinoma — E.  H.  Drake,  M.  D., 
Medical  Service. 

Cancer  of  Rectum — Carl  M.  Robinson,  M.  D.,  Sur- 
gical Service. 

Five  Year  Review  of  Cancer  of  Uterus — Carl  E. 
Dunham,  M.  D.,  Gynecological  Service. 

Dinner  at  the  Lafayette  Hotel  at  7.00  P.  M.  was 
followed  by  a business  meeting  and  the  evening 
program. 

Dr.  Clarence  C.  Little  of  Bar  Harbor,  guest 
speaker,  spoke  on  A Reviexo  of  Cancer  Control  Pro- 
grams in  Other  States  with  a Discussion  of  Changes 
in  Our  Own  State  Program. 

Donald  H.  Daniels,  M.  D., 

Secretary. 


Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel.  May  7,  1940,  at  8.15  P.  M.  Forty- 
seven  members  and  one  guest  were  present. 

Dr.  G.  E.  C.  Logan  was  elected  to  membership. 

Mr.  E.  P.  Getchell  was  made  an  honorary  mem- 
ber of  the  Club. 

A committee  consisting  of  Drs.  E.  A.  Greco,  L.  A. 
Asali,  C.  L.  Cragin,  G.  I.  Geer,  and  A.  E.  Ott.um 
was  appointed  to  make  arrangements  for  the  An- 
nual Outing  in  June. 

Dr.  E.  E.  Holt,  Jr.,  was  Chairman  of  the  Panel 
conducted  on  Head  Injuries.  The  topics  discussed 
were: 

First  Aid — Dr.  F.  W.  Hanlon. 

Neurological  Aspects — Dr.  H.  E.  Macdonald. 

Eye  Manifestations — Dr.  E.  E.  Holt,  Jr. 

Surgical  Aspects — Dr.  C.  H.  Hunt. 

Drs.  S.  J.  Beach,  P.  P.  Thompson,  L.  T.  Thaxter, 
G.  N.  Johnson,  I.  M.  Webber,  J.  A.  Parker  and  C.  B. 
Sylvester  participated  in  the  discussion. 

Respectfully  submitted, 

Alice  Whittier,  Secretary. 


Kennebec 

A meeting  of  the  Kennebec  County  Medical  As- 
sociation was  held  at  the  Veterans’  Administration 
Facility,  Togus,  Maine,  Thursday,  May  16,  1940. 

Clinical  Session  at  5.00  P.  M.,  which  was  presided 
over  by  Blynn  O.  Goodrich,  M.  D.,  President  of  the 
Association : 

1.  Abdominal  Allergy — N.  H.  Badaines,  M.  D. 

2.  Auricular  Fibrillation  with  Quinidine — H.  T. 
Perkins,  M.  D. 

3.  Pulmonary  Diseases  from  an  X-ray  Stand- 
point— A.  L.  Fitzporter,  M.  D. 

4.  Ureteral  Calculus  Post  Operative  Complica- 
tion Pelvic  Abscess — F.  T.  Williams,  M.  D. 

5.  Internal  Ophthalmoplegia  and  Paralytic 
SquinU-H.  A.  Goalwin,  M.  D. 

6.  Interesting  Cases  from  a Diagnostic  and 
Therapeutic  Standpoint— J.  E.  Wheeler,  M.  D. 

7.  Remote  Control  of  Nephrolithiasis — Henry 
Ladd  Stickney,  M.  D. 

Dinner  at  6.30  P.  M.,  which  was  followed  by  a 
business  meeting. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Paul  D.  Giddings,  M.  D.,  of  Augusta,  Maine,  was 
elected  to  membership. 

Resolutions  on  the  recent  death  of  Frederick  M. 
Cole,  M.  D.,  of  Gardiner,  were  read  by  Frank  B. 
Bull,  M.  D.  Resolved  that  a copy  of  these  resolu- 
tions be  sent  to  the  bereaved  family  and  a copy  be 
spread  on  the  records  of  the  Kennebec  County 
Medical  Association. 

The  speaker  of  the  evening  was  Joe  Vincent 
Meigs,  M.  D.,  of  Boston,  Mass.,  whose  subject  was 
“Female  Endocrinology.”  This  was  an  especially 
interesting  paper,  well  presented  and  brought  out 
much  general  discussion.  The  meeting  was  well 
attended,  45  members  and  guests  being  present. 

Frederick  R.  Carter,  Secretary. 


New  Members 

Kennebec 

Paul  D.  Giddings,  M.  D.,  Augusta,  Maine. 


Change  of  Address 

Penobscot 

Frederick  D.  Sherrard,  M.  D. 

From  Winn,  Maine 
To  Mattawamkeag,  Maine. 

Cumberland 

Louis  A.  Asali,  M.  D. 

From  690  Congress  Street,  Portland,  Maine 
To  29  Deering  Street,  Portland,  Maine. 


For  Sale 

A large  and  varied  assortment  of  Surgical 
Instruments  at  a bargain.  Call  in  person. 

Henky  Ladd  Stickney,  M.  D., 

Togus,  Maine. 
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Bertram  L.  Bryant,  M.  D., 

1872-1940 

Doctor  Bertram  L.  Bryant  of  Bangor,  an  out- 
standing' man  in  the  medical  profession  for  many 
years,  died  Friday,  May  3rd,  at  the  Eastern  Maine 
General  Hospital  after  a period  of  ill  health  of 
over  a year,  followed  by  an  attack  of  pneumonia. 

News  of  his  decease  caused  general  regret  among 
the  medical  men  and  many  other  friends. 

Doctor  Allan  Craig,  medical  director  of  the  East- 
ern Maine  General  Hospital,  offered  the  following 
tribute  to  the  memory  of  Doctor  Bryant. 

“In  the  passing  of  Bertram  L.  Bryant  we,  at  the 
Eastern  Maine  General  Hospital  have  lost  a dear 
friend  and  wise  counselor.  Through  the  years  of 
development  and  growth  of  the  Hospital,  Doctor 
Bryant  has  been  outstanding  in  his  efforts  in  pro- 
moting the  welfare  of  the  Institution.  He  was 
always  to  be  found  in  the  forefront  of  progressive 
developments.  Personally  I deeply  feel  the  loss  of 
a wise  councilor  and  friend.” 

Doctor  Bryant  was  born  in  Bethel  in  1872,  a son 
of  Benjamin  and  Ellen  (Davis)  Bryant.  He  was 
educated  at  Gould  Academy,  Bowdoin  College, 
where  he  secured  his  A.  B.  and  M.  A.,  class  of  1895, 
and  Bowdoin  Medical  School,  from  which  he  was 
graduated  in  1899.  He  was  a member  of  the  Theta 
Delta  Chi  and  Phi  Beta  Kappa. 

He  came  to  Bangor  soon  after  leaving  medical 
school  and  in  a short  time  had  secured  a place  of 
prominence  in  the  medical  profession.  He  was  es- 
tablished as  pathologist  at  the  Eastern  Maine  Gen- 
eral Hospital  in  1905  and  became  visiting  physi- 
cian, chief  of  the  medical  staff,  president  of  the 
Anti-Tuberculosis  Association,  secretary  of  the 
Maine  Medical  Association,  delegate  to  the  Ameri- 
can Medical  Association  and  was  consulting  physi- 
cian to  various  hospitals.  He  also  contributed  to 
medical  journals  some  articles  of  note  which  at- 
tracted favorable  attention.  He  was  a member  of 
the  New  England  Medical  Council  and  at  one  time 
was  president  of  the  Penobscot  Valley  Bowdoin 
College  Alumni  Association. 

Doctor  Bryant  served  on  the  Bangor  water 
hoard  and  was  a member  of  the  Rotary  Club,  Con- 
duskeag  Canoe  and  Country  Club,  the  Tarratine 


Club  and  Penobscot  Valley  Country  Club.  He  was 
an  attendant  at  All  Souls  Church. 

He  had  an  attractive  personality  and  a genial 
nature  which  won  friends  and  he  was  welcomed 
socially,  while  in  his  profession  he  was  recognized 
as  a man  of  rare  attainments.  He  retained  his  ac- 
tive interest  in  the  hospital  and  tuberculosis  asso- 
ciation to  the  last. 

He  is  survived  by  his  wife,  Lillian  True  Bryant, 
of  Bethel;  a daughter,  Mrs.  Vachel  L.  Wakefield  of 
Bangor;  two  brothers,  Frank  D.  Bryant  and  Dr. 
Mason  D.  Bryant  of  Lowell,  Massachusetts;  two 
nephews,  Frank  K.  Bryant  and  Mason  David  Bry- 
ant, Jr.;  and  a cousin,  Margaret  A.  Bryant  of 
Bangor. 

Funeral  services  were  held  at  All  Souls  Church, 
Sunday,  May  5th,  at  2.30  P.  M. 


Frederick  M . Cole,  M.  D., 

1879-1940 

On  Sunday,  May  5,  1940,  Doctor  Cole  died  sud- 
denly at  his  home  in  Gardiner,  Maine. 

He  was  born  in  West  Gardiner,  April  6,  1879,  the 
son  of  Arthur  S.  and  Margaret  (McCloud)  Cole.  He 
attended  Gardiner  schools  and  was  graduated  from 
the  Nichols  Latin  School  in  Lewiston  in  1900.  He 
attended  the  Baltimore  Medical  School  in  Balti- 
more, Maryland,  for  three  years  and  was  gradu- 
ated from  the  Boston  College  of  Physicians  and 
Surgeons  in  1908. 

Doctor  Cole  had  been  a member  of  the  staff  of 
the  Gardiner  General  Hospital  since  its  founding 
in  1918,  had  served  as  alderman  and  city  health 
officer  and  was  the  school  physician  at  the  time  of 
his  death.  He  was  a member  of  the  Kennebec 
County  Medical  Association,  the  Maine  Medical 
Association,  and  the  American  Medical  Associa- 
tion, and  all  the  Masonic  Lodges. 

Survivors  are  his  wife,  a son,  Archie  B.  Cole  of 
Littleton,  New  Hampshire;  two  brothers,  Archie 
D.  Cole  of  West  Gardiner,  and  Russell  C.  Cole  of 
Woburn,  Massachusetts;  a sister,  Mrs.  Alice  Hutch- 
inson of  South  Manchester,  Connecticut,  and  a 
granddaughter. 
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Official  Program 

Arranged  by  Scientific  Committee 
Merrill  S.  F.  Greene,  M.  D.,  Chairman 


INFORMATION 

Registration  headquarters  will  be  in  the  Lobby 
of  the  Rangeley  Lake  Hotel.  Every  member  and 
guest  is  requested  to  register  promptly  on  arrival. 

All  emergency  calls  should  be  referred  to  the 
Association  registration  desk.  Be  assured  that  all 
emergency  calls  will  be  given  prompt  and  efficient 
service. 

All  papers  read  before  this  Association  shall  he 
its  property  for  publication  in  The  Journal  of 
the  Maine  Medical  Association,  and  ichen  read 
shall  be  deposited  with  the  Secretary. 


SUNDAY,  JUNE  23,  1940 

4.30  P.  M. 

First  meeting  of  the  House  of  Delegates. 

8.30  P.  M. 

Entertainment  for  the  Doctors  and  their  wives  by 
Mr.  Frank  Lane,  Boston,  Mass.,  with  his 
unusual  skill  at  legerdemain. 

MONDAY,  JUNE  24,  1940 
Morning  Session 

9.30  A.  M. -12.00  M. 

Conferences 

I 

EYE 

William  H.  Chaffers,  M.  D., 

Lewiston,  Me.,  Chairman 
Some  Oculo-Motor  Disturbances, 

David  G.  Cogan,  M.  D.,  Cambridge,  Mass. 
The  Diagnosis  and  Treatment  of  Some  Corneal 
Conditions, 

Trygve  Gundersen,  M.  D.,  Boston,  Mass. 

II 

PATHOLOGICAL 

Mortimer  Warren,  M.  D., 

Portland,  Me.,  Chairman 

1.  Discussion  of  Laboratory  Methods  in  Tu- 

berculosis Work, 

Lester  Adams,  M.  D„  Hebron,  Me. 

2.  Discussion  of  Medical  Mycology, 

Leon  Babalian,  M.  D.,  Portland,  Me. 

3.  Demonstration  of  Specimens,  Slides,  and 

Case  Reports. 

4.  Consideration  of  Advisability  of  a State  As- 

sociation of  Pathologists. 

III 

SURGICAL 

Harrison  L.  Robinson,  M.  D., 

Bangor,  Me.,  Chairman 

Round  Table  discussion  of  the  Acute  Abdomen  and 
Other  Surgical  Emergencies. 

IV 

ANAESTHESIA 

Maurice  E.  Lord,  M.  D., 

Skowhegan,  Me.,  Chairman 

1.  Anaesthesia  from  the  Surgeon’s  Viewpoint, 

George  E.  Young,  M.  D.,  F.  A.  C.  S., 
Skowhegan,  Me. 


2.  Anaesthesia  Then  and  Now, 

Samuel  E.  Sawyer,  M.  D.,  Chief  Anaesthetist, 
Ste.  Marie  General  Hospital,  Lewiston,  Me. 

3.  Why  Should  the  Physician  Anaesthetist  be 

Employed  as  Chief  of  the  Anaesthesia 
Department  in  Every  Hospital, 

Edwin  M.  Fuller,  Jr.,  M.  D.,  Bath,  Me. 

4.  Anaesthetic  Emergencies,  Complications 

and  Treatment, 

Eugene  Brown,  M.  D„  Bangor,  Me. 

5.  Anaesthetic  Risks  with  Reference  to  Choice 

of  Agent, 

Gilbert  Clapperton,  M.  D.,  Ch'e':  Anaesthetist, 
Central  Maine  General  Hospital,  Lewiston,  Me. 

6.  Pentothal  Sodium;  Its  Field  of  Usefulness, 

Ralph  M.  Tovell,  M.  D.,  Anaesthetist, 
Hartford  Hospital,  Hartford,  Conn. 

7.  Anaethesia  and  Disturbed  Physiology, 

Meyer  Saklad,  M.  D.,  Director  of  Anaesthesia, 
Rhode  Island  Hospital,  Providence,  R.  I. 

V 

MEDICAL 

James  Reed,  M.  D., 

Farmington,  Me.,  Chairman 

1.  Diabetes;  The  Problem  from  the  Stand- 

point of  the  Internist, 

Sven  M.  Gundersen,  M.  D„ 
Hitchcock  Clinic,  Hanover,  N.  PI. 

Discussion : 

Harry  S.  Emery,  M.  D.,  Portland,  Me. 

2.  Diabetes;  The  Problem  from  the  Stand- 

point of  the  Surgeon, 

Harry  Brinkman,  M.  D„  Wilton,  Me. 
Discussion: 

Isaac  M.  Webber,  M.  D.,  Portland,  Me. 

3.  General  Discussion  to  be  directed  by 

Elton  R.  Blaisdell,  M.  D.,  Portland,  Me. 

VI 

OBSTETRICAL 

Roland  B.  Moore,  M.  D., 

Portland,  Me.,  Chairman 

1.  Indications  For  and  Some  Methods  of  In- 

duction of  Labor, 

Leroy  C.  Gross,  M.  D.,  Lewiston,  Me. 

2.  Routine  Episiotomy  and  Use  of  Low  For- 

ceps in  Primiparae, 

Clarence  Emery,  Jr.,  M.  D.,  Bangor,  Me. 

3.  Management  of  Posterior  Positions, 

E.  Allan  McLean,  M.  D.,  Portland,  Me. 

4.  The  time  remaining  will  be  devoted  to  a gen- 

eral discussion  of  obstetrical  problems. 

VII 

PEDIATRICS 

Albert  W.  Fellows,  M.  D., 

Bangor,  Me.,  Chairman 
Panel  Discussion  of  Pediatric  Therapeusis. 

1.  The  Newer  Remedies  and  Administration 

of  Fluids, 

Fred  P.  Webster,  M.  D.,  Portland,  Me. 

2.  Symptomatic  Treatment, 

Clair  S.  Bowman,  M.  D.,  Waterville,  Me. 

3.  Immunization  and  Specific  Sera, 

Alice  S.  Whittier,  M.  D.,  Portland,  Me. 

4.  General  Principles  and  Technique  of  Medi- 

cation, 

Albert  W.  Fellows,  M.  D.,  Bangor,  Me. 
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Luncheon 

12.30  P.  M. 

Tables  will  be  reserved  for  reunions  of  alumni  of 
Boston  University,  Johns  Hopkins,  Bowdoin,  Mc- 
Gill, University  of  Vermont,  Tufts,  Yale  and  Har- 
vard Medical  Schools,  and  members  of  the  Tumor 
Clinics. 


Afternoon  Session 

2.00-5.00  P.  M. 

Clinico-Pathological  Conference 

Julicjs  Gottlieb,  M.  D., 

Lewiston,  Me.,  Chairman 
The  Clinico-Pathological  conference  will  consist 
of  case  presentations  as  indicated  below  with  dis- 
cussions opened  by  a physician  or  surgeon  to  whom 
the  pathological  diagnosis  is  unknown.  Following 
discussion  the  pathologist  will  present  the  finding 
as  seen  at  postmortem. 

The  first  five  papers  will  include  complete  pres- 
entation of  the  case  history  and  follow-up  studies 
at  the  respective  hospitals.  The  last  series,  if  time 
permits,  will  be  presented  in  synopsis  forms  to- 
gether with  the  pathological  findings.  General  dis- 
cussions will  be  limited  to  five  minutes. 

Reginald  Fitz,  M.  D.,  Assistant  Dean,  Harvard 
Medical  School,  will  guide  and  summarize  the  dis- 
cussions prior  to  the  disclosures  of  the  pathological 
findings. 

1.  A male  age  57  complains  of  pain  in  back  of 

head,  loss  of  vision  of  right  eye,  dysp- 
nea on  exertion  and  fatigue  of  six 
weeks’  duration. 

Presented  by: 

Richard  P.  Laney,  M.  D.,  Skowhegan,  Me. 
Discussions  Oirened  by: 

Theodore  E.  Hardy,  M.  D.,  Waterville,  Me., 
and  William  B.  Dameshek,  M.  D.,  Boston,  Mass. 
Pathological  Presentation  by: 

Julius  Gottlieb,  M.  D.,  Lewiston,  Me. 
Pathological  Discussion  by: 

H.  E.  MacMahon,  M.  D.,  Boston,  Mass. 

2.  A male  age  52  with  syphilis  of  long  dura- 

tion presented  himself  with  cellulitis 
of  right  foot. 

Case  Presented  by: 

Henry  C.  Knowlton,  M.  D.,  Bangor,  Me. 
Discussions  Opened  ly : 

Elton  R.  Blaisdell,  M.  D„  Portland,  Me., 
and  Champ  Lyons,  M.  D.,  Boston,  Mass. 
Pathological  Presentation  by: 

Herbert  E.  Thompson,  M.  D.,  Bangor,  Me. 

3.  A 7 months  old  male  infant  presenting  an 

abdominal  mass. 

Presented  by: 

Blinn  W.  Russell,  M.  D.,  Lewiston,  Me. 
Discussion  Opened  by: 

William  V.  Cox,  1V1.  D„  Lewiston,  Me. 
Pathological  Presentation  by: 

Romeo  A.  Beliveau,  M.  D.,  Lewiston,  Me. 

4.  A 68-year-old  male  complaining  of  breath- 

lessness for  8 months,  vomiting  and 
numbness  and  tingling  of  hands  and 
feet  for  4 weeks. 

Presented  by: 

Richard  Hawkes,  M.  D.,  Portland,  Me. 
Discussion  Opened  by: 

John  O.  Piper,  M.  D.,  Waterville,  Me.,  and 
William  B.  Dameshek,  M.  D.,  Boston,  Mass. 
Pathological  Presentation  by: 

Mortimer  Warren,  M.  D.,  Portland,  Me. 


5.  Case  of  obscure  temperature,  loss  of 
weight,  hematuria,  leukocytosis  and 
fatigue. 

Presented  by: 

E.  M.  Fuller,  Jr.,  M.  D.,  Bath,  Me. 
Discussion  Opened  by: 

Eugene  H.  Drake,  M.  D.,  Portland,  Me. 
Pathological  Presentation  by: 

Julius  Gottlieb,  M.  D.,  Lewiston,  Me. 
Cases  Presented  in  Synopsis  Form  by  Charles  W. 
Steele,  M.  D.,  Auburn,  Maine;  H.  E.  Mac- 
Mahon, Boston,  Mass.;  and  Julius  Gottlieb, 
M.  D„  Lewiston,  Me. 

1.  Dyspnea,  orthopnea,  cyanosis,  hoarseness  and 

coughing. 

2.  Dyspnea,  orthopnea,  epigastric  pain — later  sub- 

sternal,  hematuria,  nausea  and  vomiting. 

3.  Headache — constant  and  throbbing,  stiffness  of 

neck,  nausea  and  vomiting. 

4.  Sudden  onset  of  weakness  of  right  leg  and  arm 

clearing  up,  orthopnea,  dyspnea,  somewhat 
irrational  superseded  by  coma. 

Discussions  Opened  by: 

E.  R.  Blaisdell,  M.  D.,  Portland,  Me., 
Eugene  H.  Drake,  M.  D.,  Portland,  Me., 
and  John  O.  Piper,  M.  D.,  Waterville,  Me. 
Note:  Mimeographed  copies  of  all  cases  pre- 

sented will  be  available  at  the  conference.  The  data 
contained  therein  is  the  only  information  available 
to  the  various  discussers. 


5.00  P.  M. 

Election  of  President-Elect. 


5.30  P.  M. 

Second  Meeting  of  the  House  of  Delegates. 


5.00-6.30  P.  M. 

Moving  Pictures  showing  the  beauty  of  Franklin 
County  in  autumn  and  typical  hunting  and 
fishing  scenes. 


6.30  P.  M. 

President’s  Reception  (informal). 


Evening  Session 

7.00-9.00  P.  M. 

Dinner — Dancing. 


9.00  P.  M. 

Modern  Criminal  Detection, 

V.  W.  Peterson,  Special  Agent  in  Charge, 
Federal  Bureau  of  Investigation, 
Boston,  Mass. 

Ladies  invited. 


9.45  P.  M. 

Address  by  representative  of  National  Physicians’ 
Committee. 


TUESDAY,  JUNE  25,  1940 
Morning  Session 

9.30  A.  M.-12.00  M. 

Conferences 

I 

MEDICAL  EXAMINERS 

Annual  meeting  of  Maine  Medico-Legal  Society 
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and  Medical  Examiners’  Conference,  President 
Walter  S.  Stinchfield,  M.  D.,  Skowhegan,  Me. 
Annual  Report. 

Election  of  Officers. 

Consideration  of  changed  status  under  new  law. 
Round  table  discussion  of  two  cases  of  unusual 
interest  by  medical  examiners,  pathologists,  and 
county  attorneys. 

Timothy  Leary,  M.  D.,  Boston,  Mass.,  and  I-Ion. 
Franz  U.  Burkett,  Attorney  General,  Portland,  Me., 
will  be  present  as  special  guests,  and  will  address 
the  meeting. 

II 

NERVOUS  AND  MENTAL 

Forrest  C.  Tyson,  M.  D., 

Augusta,  Me.,  Chairman 
Psychotherapy  in  General  Medical  Practice, 

M.  Ralph  Kaufman,  M.  D.,  Boston,  Mass. 
The  Rorschach  Test  in  Diagnosis  of  Psychoses 
and  Psychoneuroses, 

Andre  A.  Weil,  M.  D.,  Augusta  State  Hospital 
Use  of  Intelligence  Tests  in  Diagnosis  of  Psy- 
chotic Patients, 

Grace  R.  Foster,  Ph.  D.,  Augusta  State  Hospital 
Summary  of  Two  Years’  Experience  with  In- 
sulin in  Treatment  of  Certain  Psy- 
choses, 

Edward  Blank,  M.  D.,  Bangor  State  Hospital 

III 

MEDICAL 

Francis  A.  Winciienrach,  M.  D., 

Bath,  Me.,  Chairman 

Head  Injuries;  The  Responsibility  of  the  General 
Practitioner. 

1.  Initial  Treatment. 

General  Measures. 

2.  Differential  Diagnosis. 

3.  Non-Surgical  Groups. 

Treatment. 

4.  Surgical  Groups. 

Treatment. 

5.  Prognosis. 

This  panel  discussion  will  be  provided  by  Merrill 
E.  Joss,  M.  D.,  Richmond;  George  A.  Gregory,  M. 
D„  Boothbay;  Willis  B.  Mitchell,  M.  D„  Wiscasset; 
William  V.  Cox,  M.  D.,  Lewiston;  and  H.  Eugene 
Macdonald,  M.  D.,  Portland. 

IV 

SURGICAL 

C.  Harold  Jameson,  M.  D., 

Rockland,  Me.,  Chairman 
Gratifying  end-results  from  surgical  therapy 
require  discriminating  pre-operative  survey  of  the 
patient.  Well  chosen  and  properly  administered 
anaesthesia,  alert  judgment  and  technique  at  oper- 
ation and  nice  post-operative  management.  For 
the  safety  of  the  patient,  observation  of  all  these 
factors  must  have  recognition.  Various  factors 
must  also  be  observed  by  the  surgeon  for  his  own 
safety.  To  outline  these  several  topics  we  are 
fortunate  in  obtaining  the  cooperation  of  the  fol- 
lowing: 

1.  Estimating  the  Surgical  Risk, 

Eugene  E.  O’Donnell,  M.  D.,  Portland,  Me. 

2.  Pitfalls  of  Surgery, 

Edward  H.  Risley,  M.  D.,  Waterville,  Me. 

3.  Choice  of  Anaesthesia, 

Gilbert  Clapperton,  M.  D.,  Lewiston,  Me. 

4.  Post-operative  Management, 

William  V.  Cox,  M.  D.,  Lewiston,  Me. 


5.  Safeguarding  the  Surgeon, 

Herbert  E.  Locke,  Attorney,  Augusta,  Me.- 
Henry  C.  Marble,  M.  D.,  Boston,  Mass,  (guest 
speaker) . 

V 

EAR,  NOSE  AND  THROAT 

Frederick  T.  Hill,  M.  D., 

Waterville,  Me.,  Chairman 
Recent  Advances  in  Oto-Laryngology : 

1.  The  External  Ear, 

Pierre  Provost,  M.  D.,  Augusta,  Me. 

2.  The  Middle  Ear  and  Mastoid, 

William  A.  Ellingwood,  M.  D.,  Rockland,  Me. 

3.  Meniere’s  Disease, 

Perley  J.  Mundie,  M.  D.,  Calais,  Me. 

4.  Chemotherapy  in  Sepsis  in  Oto-Laryngology, 

Edwin  R.  Irgens,  M.  D.,  Waterville,  Me. 
Discussion  (1-4)  Opened  by: 

Henry  P.  Johnson,  M.  D.,  Portland,  Me., 
and  Warren  E.  Kershner,  M.  D.,  Bath,  Me. 

5.  Paranasal  Sinuses, 

Robert  M,  McQuoid,  M.  D.,  Bangor,  Me. 

6.  Allergy  in  Oto-Laryngology, 

Charles  H.  Gordon,  M.  D.,  Portland,  Me. 
Discussion  (5-0)  Opened  by: 

William  H.  Chaffers,  M.  D.,  Lewiston,  Me. 

7.  The  Pharynx  and  Larynx, 

George  0.  Cummings,  M.  D.,  Portland,  Me. 

8.  Neoplasms  Involving  Ear,  Nose  and  Throat, 

Allan  C.  Hurd,  M.  D.,  Gardiner,  Me. 
Discussion  (7-8)  Opened  by: 

Harry  Butler,  M.  D.,  Bangor,  Me. 

VI 

GYNECOLOGY 

Adam  P.  Leighton,  M.  D„ 

Portland,  Me.,  Chairman 

1.  Eclampsia  and  Its  Treatment, 

Walter  F.  W.  Hay,  M.  D„  Portland,  Me. 

2.  Vaginal  Discharges;  their  Significance  and 

Treatment, 

Theodore  C.  Bramhall,  M.  D„  Portland,  Me. 

3.  Post-Climacteric  Bleeding, 

Ralph  L.  Reynolds,  M.  D.,  Waterville,  Me. 

4.  Meno  and  Metrorrhagia, 

Magnus  F.  Ridlon,  M.  D.,  Bangor,  Me. 

VII 

X-RAY 

Langdon  T.  Tiiaxter,  M.  D., 

Portland,  Me.,  Chairman 
Round  table  discussion  of  matters  of  general 
roentgenological  interest  with  presentation  of 
cases. 

Luncheon 

12.30  P.  M. 

Past  Presidents’  and  County  Secretaries’  Lunch- 
eons. 


Afternoon  Session 
2.00-5.00  P.  M, 

SCIENTIFIC  SYMPOSIUM 

1.  President’s  Address. 

2.  Compound  Injuries  to  the  Hand, 

Henry  C.  Marble,  M.  D.,  Boston,  Mass. 

3.  Obstetrical  Problems, 

Penry  L.  B.  Ebbett,  M.  D.,  Houlton,  Me. 

4.  Traumatic  Intra-Cranial  Hemorrhages  with 

Demonstration  of  Brains, 

Timothy  Leary,  M.  D.,  Boston,  Mass. 
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Evening  Session 
7.00  P.  M. 

Annual  dinner — (dress  informal). 

Introduction  of  visiting  delegates. 

Presentation  of  fifty-year  medals  by 

President  George  L.  Pratt,  M.  D. 
P.  S.  Demers,  Springvale,  Me. 

Representing  the  Maine  Pharmaceutical  Asso- 
ciation. 

Address:  Governor  Lewis  0.  Barrows. 

Banquet  Guest  Speaker, 

Morris  Fishbein,  M.  D.,  Chicago,  111.,  Editor  of 
The  Journal  of  the  America n Medical  As- 
sociation, “Quackery  in  Medicine.” 


GOLF  TOURNAMENT 

You  are  invited  to  play  in  the  third  annual  golf 
tournament  of  the  Maine  Medical  Association. 

Event  1.  Maine  Medical  Association  champion- 
ship. Prizes,  for  winner,  a cup  suitably  engraved 
with  name  and  possession  of  cup  for  one  year. 
Names  of  subsequent  winners  to  appear  when  cup 
changes  hands.  Suitable  prize  for  runner-up. 

Event  2.  Kickers’  handicap.  Set  your  own 
handicap.  Secret  number  between  72  and  80  se- 
lected. Player  whose  score  minus  handicap  comes 
nearest  to  predetermined  number  will  be  declared 
the  winner.  Three  prizes,  1st,  2nd,  3rd. 

Event  3.  Mixed  foursome  and  ladies’  tourna- 
ment. Events  are  so  arranged  that  a player  may 
enter  all  the  events  by  playing  one  complete  round 
of  18  holes  either  on  Monday  or  Tuesday,  and  hav- 
ing score  card,  properly  attested,  turned  in  to  the 
Chairman  of  the  Committee.  Wives  and  daughters 
of  members  are  eligible  to  compete  in  ladies’  tour- 
nament or  join  in  a mixed  foursome. 


Edward  E.  Shapleigh,  M.  D.,  Kittery  (York  Coun- 
ty Society  Member),  Bowdoin,  1890. 


RECEPTION  COMMITTEE 

Frank  A.  Smith,  M.  D.,  Cumberland  Mills. 
Stephen  A.  Cobb,  M.  D„  Sanford. 

Henry  C.  Knowlton,  M.  D.,  Bangor. 

These  men  will  serve  as  a special  reception  com- 
mittee to  visiting  delegates  and  guests. 


MAINE  MEDICO-LEGAL  SOCIETY 

The  annual  meeting  of  the  Maine  Medico-Legal 
Society  and  the  Conference  of  Medical  Examiners 
will  be  held  at  Rangel ey,  Tuesday,  June  25th,  at 
9.30  A.  M. 

All  Medical  Examiners  and  County  Attorneys 
are  urged  to  be  present. 

Important  matters  in  connection  with  the  new 
law  will  be  taken  up. 

Two  interesting  cases  will  be  discussed  by  the 
Medical  Examiners,  Pathologists,  and  County  At- 
torneys concerned. 

Annual  dues  of  one  dollar  may  be  sent  in  or  paid 
at  the  meeting. 

George  L.  Pratt,  M.  D„  Secretary. 


TRANSPORTATION 

In  response  to  many  inquiries,  we  can  assure 
you  that  the  roads  to  Rangeley  are  now  in  excel- 
lent condition. 


TO  THE  LADIES 

Trips  by  motorboat  over  Rangeley  Lake,  with  its 
beautiful  scenery,  is  a pleasure  at  your  disposal. 
Unexcelled  fishing  for  the  fascinating  land-locked 
salmon  or  trout  is  available  and  facilities  can  be 
provided  on  short  notice.  To  those  interested  in 
automobile  trips  or  scenic  splendor  and  historic  in- 
terest, The  Arnold  Trail  and  Cathedral  Pines  at 
Stratton  await  you.  When  in  this  locality,  a two- 
mile  trip  to  Eustis  Ridge  will  reveal  a magnificent 
panorama. 

Tuesday  afternoon  there  will  be  a bridge  party 
with  suitable  prizes. 

Through  the  courtesy  of  the  Rangeley  Garden 
Club,  the  gardens  in  and  around  Rangeley  will  be 
open  for  inspection  during  the  convention. 


FIFTY-YEAR  SERVICE  MEDALS 

Gold  medals  will  be  presented,  at  the  banquet 
Tuesday  evening,  to  the  below  listed  members  in 
recognition  of  the  service  which  they  have  ren- 
dered during  fifty  years  spent  in  the  practice  of 
medicine. 

Henry  H.  Brock,  M.  D.,  Portland  (Cumberland 
County  Society  Member),  Bowdoin,  1890. 

Frederick  B.  Adams,  M.  D.,  Rockland  (Knox 
County  Society  Member),  New  York  University 
Medical  College,  1890. 


Convention  Rates 

Rangeley  Lake  Hotel 

Rangeley  Lakes , Maine 

The  following  rates,  which  include  all  meals  and 
banquets,  will  prevail  during  the  convention: 


Single  room  occupancy,  private  bath  ..$8.00  per  day 
Single  room  occupancy,  running  water  $7.00  per  day 
Double  room,  twin  beds,  private  bath, 

two  persons  in  room  $7.00  per  day 

Double  room,  twin  beds,  running- 

water,  two  persons  in  room  $6.00  per  day 

Three  and  four  persons  in  two  double 

rooms  with  connecting  bath  $7.00  per  day 


Cottages  situated  near  hotel  and  entrance  to  the 
grounds,  same  rates  as  main  house. 

The  charge  for  non-registered  guests  for  meals 
will  he  as  follows: 


Luncheon  $2.00 

Dinner  $2.00 

Banquet  $2.50 


Garage  fee  50c  per  night.  Free  outdoor  parking. 
Golf  green  fees  will  he  complimented  to  all  mem- 
bers, also  use  of  the  tennis  courts. 

For  reservations  write  the  Rangeley  Lake  Hotel, 
Rangeley  Lakes,  Maine. 

Make  your  reservations  early!! 


MEMBERSHIP  CARDS 

Members  must  present  membership  cards  before  registering  at  the  annual  session. 
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Official  Delegates  to  the  Eighty-Eighth  Annual  Session  of  the 

Maine  Medical  Association , 1940 


State  Societies 

Conneticut : 

Stanley  B.  Weld,  M.  D.,  Hartford. 
Orville  F.  Rogers,  M.  D.,  New  Haven. 

Massachusetts : 

Harold  G.  Giddings,  M.  D.,  Boston. 
Olin  S.  Pettingill,  M.  D.,  Middleton. 

New  Hampshire : 

Daniel  J.  Sullivan,  M.  D.,  Nashua. 
Ralph  W.  Tuttle,  M.  D„  Alton. 

Rhode  Island: 

Clifton  B.  Leech,  M.  D.,  Providence. 
Charles  L.  Phillips,  M.  D.,  Greenwich. 

Vermont: 

C.  G.  Schurman,  M.  D.,  Newport. 


Kennebec : 

Howard  F.  Hill,  M.  1).,  Waterville. 

C.  E.  Towne,  M.  D.,  Waterville. 
Samuel  Kagan,  M.  D.,  Augusta. 
Leon  D.  Herring,  M.  D.,  Winthrop. 

Alternate : 

N.  Bisson,  M.  D.,  Waterville. 

Knox: 

G.  W.  Soule,  M.  D.,  Rockland. 

James  Carswell,  M.  D.,  Camden. 

Alternates : 

Harry  Tounge,  Jr.,  M.  D.,  Camden. 
C.  B.  Popplestone,  M.  D.,  Rockland. 

Oxford : 

E.  M.  McCarty,  M.  D.,  Rumford. 

H.  M.  Howard,  M.  D.,  Rumford. 

Alternates: 

R.  E.  Hubbard,  M.  D.,  Waterford. 

G.  A.  Green,  M.  D.,  Rumford. 


County  Medical  Societies 

Androscoggin: 

D.  F.  D.  Russell,  M.  D.,  Leeds. 

L.  A.  Sweatt,  M.  D.,  Auburn. 

M.  S.  F.  Greene,  M.  D.,  Lewiston. 

Alternate : 

R.  N.  Randall,  M.  D.,  Lewiston. 


Penobscot : 

Forrest  B.  Ames,  M.  D.,  Bangor. 
H.  C.  Knowlton,  M.  D.,  Bangor. 
H.  C.  Scribner,  M.  D.,  Bangor. 

L.  J.  Wright,  M.  D.,  Bangor. 

Alternates : 

C.  H.  Burgess,  M.  D.,  Bangor. 

H.  D.  McKay,  M.  D„  Old  Town. 
L.  H.  Smith,  M.  D„  Winterport. 
A.  C.  Strout,  M.  D.,  Dexter. 


Aroostook : 

A.  B.  Hagerthv,  M.  D„  Ashland. 

H.  E.  Small,  M.  D.,  Fort  Fairfield. 

Cumberland : 

Frank  A.  Smith,  M.  D.,  Cumberland  Mills. 
Ralph  Heifetz,  M.  D.,  Portland. 

E.  H.  Drake,  M.  D„  Portland. 

T.  C.  Bramhall,  M.  D.,  Portland. 

F.  M.  Dooley,  M.  D.,  Portland. 

F.  A.  Ferguson,  M.  D„  Portland. 

Edward  A.  Greco,  M.  D.,  Portland. 

Alternates: 

L.  L.  Hills,  M.  D„  Westbrook. 

Thor  Miller,  M.  D.,  Westbrook. 

Gordon  N.  Johnson,  M.  D.,  Portland. 

E.  E.  O’Donnell,  M.  D.,  Portland. 

H.  E.  Macdonald,  M.  D.,  Portland. 

W.  R.  Needelman,  M.  D.,  Portland. 
DeForest  Weeks,  M.  D.,  Portland. 

Franklin : 

Harry  Brinkman,  M.  D.,  Wilton. 
Hancock: 

M.  A.  Torrey,  M.  D.,  Ellsworth. 

Alternate: 

R.  E.  Weymouth,  M.  D.,  Bar  Harbor. 


Piscataquis : 

F.  J.  Pritham,  M.  D.,  Greenville  Junction 
Alternate: 

R.  H.  Marsh,  M.  D.,  Guilford. 

Sagadahoc: 

A.  F.  Williams,  M.  D.,  Augusta. 
Somerset: 

R.  P.  Laney,  M.  D.,  Skowhegan. 

H.  L.  Reed,  M.  D.,  Madison. 

Waldo : 

Foster  C.  Small,  M.  D.,  Belfast. 
Washington : 

John  F.  Hanson,  M.  D.,  Macliias. 
Alternate : 

James  Bates,  M.  D.,  Calais. 

York : 

C.  W.  Kinghorn,  M.  D.,  Kittery. 

Paul  Hill,  Jr.,  M.  D„  Saco. 

Alternates: 

J.  H.  Macdonald,  M.  D.,  Kennebunk. 

Carl  E.  Richards,  M.  D.,  Alfred. 
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Maine  Pharmaceutical  Association 

P.  S.  Demers,  Springvale. 


Delegate  to  the  American  Medical 
Association 

William  A.  Ellingwood,  M.  D.,  Rockland. 


Massachusetts : 

Thomas  A.  Foster,  M.  D„  Portland. 

N eiv  H amps  hire : 

William  T.  Rowe,  M.  D.,  Rumford. 
Rhode  Island: 

M.  A.  Torrey,  M.  D.,  Ellsworth. 
Vermont  (1939): 

Harold  E.  Small,  M.  D.,  Fort  Fairfield 


Delegates  to  State  Societies 

Connecticut  : 

Wedgwood  P.  Webber,  M.  D.,  Lewiston. 


Delegate  to  Maine  Pharmaceutical 
Association 

Adam  P.  Leighton,  M.  D.,  Portland. 


Commercial  Exhibits  at  Eighty-Eighth  Annual  Session 


The  Coca-Cola  Company,  Atlanta,  Georgia. 

‘ Coco-Cola  will  be  served  to  the  delegates  with 
the  compliments  of  The  Coca-Cola  Company.” 


Elmer  N.  Blackwell,  207  Strand  Building,  Port- 
land, Maine,  Surgical  Appliance  Exhibit. 

Mr.  Blackwell  will  again  exhibit  his  line  of  sur- 
gical and  corrective  appliances.  You  will  find  only 
the  most  practical  supports  for  men,  women  and 
children  designed  for  service  and  comfort  as  well 
as  correction.  Nearly  one-third  of  the  patients, 
coming  into  your  office  require  a support  to  allevi- 
ate the  conditions  which  you  commonly  find,  such 
as,  Sacro-iliac,  strain,  hernia,  foot,  ankle,  and  leg 
weakness,  ptosis,  mammary  glands  or  maternity. 
Be  sure  to  get  acquainted  with  the  latest  designs 
in  supporting  appliances  while  attending  the  medi- 
cal meeting.  Our  mail  order  service  is  reliable, 
try  it. 


The  Denver  Chemical  Mfg.  Co.,  163  Varick  Street, 
New  York  City. 

The  Denver  Chemical  Mfg.  Co.  will  exhibit  Anti- 
phlogistine,  employed  by  physicians  in  all  parts  of 
the  world  in  the  treatment  of  inflammatory  and 
congestive  conditions.  They  will  also  exhibit  Gala- 
test,  the  new  microreagent  for  the  instantaneous 
detection  of  urine  sugar.  Be  sure  to  see  the  Gala- 
test  demonstration. 


H.  G.  Fischer  & Company,  Chicago,  Illinois. 

H.  G.  Fischer  & Co.,  1940  models  of  X-ray  and 
short  wave  apparatus  are  so  distinctive,  both  in 
improved  performance  and  in  various  instances 
greatly  lowered  in  price,  that  every  physician 
should  consider  inspection  a convention  obligation. 
The  complete  H.  G.  Fischer  & Co.  line  includes 
shockproof  X-ray  apparatus,  short  wave  units,  com- 
bination cabinets,  galvanic  and  wave  generators, 
ultra  violet  and  infra  red  lamps  and  many  other 
units,  accessories  and  supplies.  Physicians  attend- 
ing the  convention  are  invited  to  ask  for  demon- 
strations of  apparatus  in  which  they  are  interested 
and  to  consult  with  Fischer  representative  regard- 
ing technics  made  available  by  Fischer  apparatus. 


C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Virginia. 

Phospho-Soda  (Fleet),  the  buffered  saline  laxa- 
tive, combines  two  U.  S.  P.  salts  of  sodium  phos- 
phate in  a stable  concentrated  solution  of  broader 
therapeutic  range  and  is  free  from  most  of  the  dis- 
advantages of  saline  laxatives. 

May  we  remind  you  of — 

Its  ease  of  administration  and  milder  after 
effects. 

Its  wide  range  of  action,  from  gentle  laxative 
to  purge. 

Its  rapidity  (action  usually  within  the  hour). 

Its  effectiveness  in  hepatic  insufficiency. 

Its  amphoteric  neutralizing  quality. 

Its  stability,  miscibility  and  economy. 

Please  note  the  new  descriptive  leaflet  on  your 
professional  samples. 


George  C.  Frye  Company,  116  Free  Street,  Port- 
land, Maine. 

The  Geo.  C.  Frye  Company  extends  a cordial  in- 
vitation to  the  members  of  the  Maine  Medical  As- 
sociation to  visit  their  exhibit  being  held  in  con- 
junction with  the  annual  State  medical  meeting. 
Mr.  Sid  Cheney  and  Mr.  Claude  Lamson  will  be 
present  to  greet  their  friends  and  to  introduce  new 
items  of  interest  to  the  profession.  Details  of  tech- 
nic and  application  of  various  types  of  physical 
therapy  apparatus  will  be  demonstrated  and  ex- 
plained. 


General  Electric  X-Ray  Corporation,  2012  Jackson 
Boulevard,  Chicago. 

The  General  Electric  X-Ray  Corporation  will  ex- 
hibit the  new  type  bank  of  four  lumiline  illumina- 
tor, X-ray  films,  portable  self-contained  shockproof 
X-ray  machine  and  Electro-cardiograph. 


Lederle  Laboratories,  30  Rockefeller  Plaza,  New 
York  City. 

Lederle  Laboratories,  Inc.,  will  feature  a display 
of  their  Hay  Fever,  Poison  Ivy  and  Allergenic 
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products  together  with  Globulin  Modified  Lederle 
Antitoxins  and  selected  pharmaceutical  products 
featuring  Vi  Delta  Emulsion  and  Vitamin  B.  Com- 
plex in  both  the  liquid  and  the  capsule. 

Samples  and  literature  will  be  available. 


Eli  Lilly  and  Company,  Indianapolis,  Indiana. 

Eli  Lilly  and  Company  produced  the  first  com- 
mercial preparation  of  Insulin,  contributed  to  de- 
velopment of  liver  therapy,  and  has  been  respon- 
sible for  many  other  therapeutic  advancements. 

Information  concerning  all  Lilly  products  will 
be  available  at  the  Lilly  exhibit  where  “Mertliio- 
late”  (Sodium  Ethyl  Mercuri  Thiosalicylate,  Lil- 
ly), “Sodium  Amytal”  (Sodium  Iso-amyl  Ethyl 
Earbiturate,  Lilly),  and  other  important  products 
will  be  featured. 


E.  F,  Mahady  Co.,  Boston,  Massachusetts. 

E.  F.  Mahady  Co.  invites  you  to  interview  their 
Representatives  in  attendance  at  the  June  Conven- 
tion. The  Portland  Branch  is  in  Maine  to  serve  the 
medical  profession.  An  explanation  of  the  services 
and  facilities  being  offered  should  be  of  interest  to 
all  medical  men  and  Hospital  Superintendents. 


Maine  Surgical  Supply  Company,  10  Longfellow 
Square,  Portland,  Maine. 

This  Company  having  now  been  organized  ap- 
proximately one  year  will  have  their  first  exhibit 
at  this  convention.  Mr.  John  Lacy  will  he  in  charge 
of  the  exhibit  at  which  time  he  hopes  to  have  the 
opportunity  of  introducing  himself  to  the  various 
attending  Physicians. 


Mead  Johnson  & Company,  Evansville,  Indiana. 

Mead  Johnson  & Co.  will  exhibit  their  complete 
line  of  infant  diet  materials  and  service  items. 
Representatives  will  be  on  hand  to  discuss  the  ap- 
plication of  these  products  with  the  physicians. 


The  P.  J.  Noyes  Company,  Pharmaceutical  Chem- 
ists, Lancaster,  New  Hampshire. 

We  are  grateful  for  the  opportunity  of  contrib- 
uting in  a modest  way  towards  the  success  of  the 
meeting  of  the  Maine  Medical  Association. 

Joe  E.  Brown,  Representative. 


Petrolagar  Laboratories,  Inc.,  8134  McCormick 
Boulevard,  Chicago. 

Mr.  G.  E.  Schneider  will  have  an  interesting 
story  to  tell  of  the  numerous  uses  of  Petrolagar 


for  the  treatment  of  constipation.  Samples  and 
literature  pertaining  to  the  Five  Types  of  Petro- 
lagar will  be  available  at  the  booth,  or  if  physicians 
prefer,  will  be  mailed  on  request. 

Doctors  who  are  concerned  with  motion  picture 
showings  for  staff  meetings  or  classroom  work  will 
be  especially  interested  to  learn  that  several  new 
films,  approved  by  the  American  College  of  Sur- 
geons, have  been  added  to  the  Petrolagar  library 
and  are  now  available  for  bookings  before  recog- 
nized medical  groups. 


Picker  X-Ray  Corporation,  300  Fourth  Avenue, 
New  York  City. 

The  Picker  X-Ray  Corporation  takes  pride  in  ex- 
hibiting the  New  Waite  Shockproof  Portable  X-Ray 
Unit  for  home  and  office  use,  and  several  of  the 
newer  accessory  devices  which  will  be  of  interest 
to  the  Roentgenologist. 

This  Unit  was  designed  and  perfected  to  meet 
the  ever  growing  demand  of  the  Roentgenologist 
for  an  auxiliary  X-ray  unit  with  sufficient  power, 
control  and  flexibility.  This  unit  has  kilovoltage 
range  up  to  79  KV  at  15  MA  and  is  obtainable  with 
four  or  nine  steps  of  voltage  control  and  a choice 
of  three  types  of  tubestands. 

For  bulletins  and  demonstration  call  at  the 
Picker  X-Ray  Corporation  booth. 


Thomas  W.  Reed  Company,  91  Massachusetts 
Avenue,  Boston,  Massachusetts. 

Our  exhibit  this  year  will  have  many  interesting 
items  for  the  doctors  to  see.  We  will  have  the 
Birtcher  diathermy  to  display  and  many  instru- 
ments all  stainless  steel  for  all  types  of  surgery 
either  in  the  office  or  the  hospital. 

Mr.  John  F.  Walsh  from  Waterville,  Maine,  our 
local  representative  will  be  in  charge  of  our  exhibit 
and  will  be  glad  to  answer  any  questions  pertain- 
ing to  instruments  or  equipment  for  the  office  or 
hospital. 


R.  J.  Strasenburgh  Co.,  Rochester,  New  York. 

Since  establishing  our  business  54  years  ago  we 
have  been  faithfully  serving  the  medical  profession 
and  number  many  loyal  friends  among  Maine’s 
physicians.  Our  line  is  a broad  one  including  dis- 
tinctive specialties  developed  in  our  own  research 
laboratories.  Visit  our  booth  and  get  acquainted 
with  our  Sales  Manager,  W.  J.  Smith,  and  George 
B.  White,  Maine  representative.  We  can  fill  the 
doctors’  requirements  for  surgical  instruments, 
medical  furniture  and  equipment  inasmuch  as  we 
are  agents  for  these  items.  You  are  invited  to  visit 
our  Laboratories — we  want  you  to  see  the  rigid 
control  that  is  exercised  in  making  high  quality 
Strasenburgh  Pharmaceuticals. 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals  . . . Tablets,  Lozenges,  Ampoules,  Capsules, 
Ointments,  etc.  Guaranteed  reliable  potency.  Our  products 
are  laboratory  controlled.  Write  for  general  price  list. 
Chemists  to  the  Medical  Profession. 
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Surgeons’  and  Physicians’  Supply  Co.,  761  Boyl- 
ston  Street,  Boston,  Massachusetts. 

The  Surgeons’  and  Physicians’  Supply  Company 
space  will  be  in  charge  of  our  Maine  representa- 
tive, Mr.  Charles  Joy.  We  will  show  a portable 
X-Ray,  Comprex  short  wave  apparatus,  a line  of 
diagnostic  instruments  made  by  the  National  Elec- 
tric Company,  and  a number  of  other  new  and  in- 
teresting items. 

Tailby-Nason  Company,  Boston,  Massachusetts. 

“Tailby-Nason  Company  of  Boston  will  exhibit 
Nason’s  Palatable  Cod  Liver  Oil,  made  in  the  com- 
pany’s own  plants  in  the  Lofoten  Islands  of  Nor- 
way, romantic  Land  of  the  Midnight  Sun. 

Nason’s  oil  is  prescribed  and  recommended  by 
leading  pediatricians  from  the  Atlantic  to  the  Pa- 
cific for  its  high  vitamin  potency  and  unusual 
palatability. 

In  addition,  this  old  established  Pharmaceutical 
house  will  display  several  of  the  most  recent  de- 


velopments of  its  research  and  pharmacological 
laboratories.” 


John  Wyeth  & Brother,  Inc.,  1118  Washington 
Avenue,  Philadelphia. 

You  are  cordially  invited  to  visit  the  John  Wyeth 
and  Brother,  Incorporated,  booth  where  the  follow- 
ing pharmaceutical  specialties  will  be  on  display: 

Amphojel  (Wyeth’s  Alumina  Gel)  for  the  treat- 
ment of  hyperacidity  and  peptic  ulcers. 

Alulotion  Ammoniated  Mercury  with  Kaolin  for 
the  treatment  of  impetigo. 

Bepron,  Wyeth’s  Beef  Liver  with  Iron  for  the 
nutritional  anemias. 

Bewon  Elixir,  the  palatable  appetite  stimulate 
and  vehicle. 

Kaomagma  Wyeth’s  Magma  of  Alumina  and 
Kaolin  for  the  management  of  diarrhea  and  col- 
loitis. 

Mucara  for  the  treatment  of  intestinal  stasis. 


Visit  the  Commercial  Exhibits  and  show  your  appreciation  to  these 
loyal  supporters  of  your  Association. 


SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

♦“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  S BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 


Volume  XXXI,  No.  6 


Treasurer's  Report 


187 


Treasurer  s Report 

Chester  A.  Jordan  Members  of  American 

Harold  C.  Jordan  Institute  of  Accountants 

JORDAN  & JORDAN 
Accountants  and  Auditors 
Fidelity  Building 
Portland,  Maine 


Maine  Medical  Association  and  Journal, 
Portland,  Maine. 


May  31,  1940. 


Gentlemen: 

We  respectfully  report  that  we  have  completed  the  audit  of  your 
accounting  records  for  the  fiscal  year  ended  May  31,  1940,  and  have 
found  the  same  complete  and  correct  in  all  details  of  record.  Statements 
annexed  hereto  are,  in  our  opinion,  properly  drawn  up  to  show  the  true 
financial  position  of  the  Association  May  31,  1940,  and  the  income  and 
expense  for  the  year  under  review. 

Respectfully  submitted, 


Jordan  & Jordan, 

Accountants  and  Auditors. 


MAINE  MEDICAL  ASSOCIATION  AND  JOURNAL 
Balance  Sheet,  May  31,  1940 

ASSETS 


Cash  in  Banks  $14,136.37 

Accounts  Receivable — Sundry  294.34 

Dues  Receivable  152.00 

Advertising  Receivable  358.54 

Securities  7,405.00 

Furnishings  and  Equipment  948.93 

Impounded  Cash  1,706.31 

Deferred  Expenses — Annual  Meeting  Expense  1.95 


Total  Assets  $25,003.44 


TRUST  FUND  INVESTMENTS 

Prince  A.  Morrow  Fund:  — 

12  Shares  American  Agricultural  Chemical  Co.  (Cost)  $34S.00 

Savings  Account  No.  3905,  Canal  National  Bank  492.42 

Savings  Account  No.  54236,  Fidelitv  Trust  Co.,  Impounded  60.68 

$ 901.10 

Thayer  Library  Fund:  — 

Savings  Account  No.  3903,  Canal  National  Bank  $904.54 

Savings  Account  No.  54631,  Fidelity  Trust  Co.,  Impounded  337.04 

1,241.58 

Total  Fund  Investments  2.142.6S 

$27,146.12 


Total  Assets  and  Fund  Investments 
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LIABILITIES  AND  CAPITAL 

Deferred  Income:  — 

Exhibit  Space — 1940  Exhibit  $ 643.50 

Capital  Account — May  31,  1940  24,359.94 

Total  Liabilities  and  Capital  $25,003.44 


TRUST  FUNDS 


Trust  No.  1 — Prince  A.  Morrow  Fund  $ 568.52 

Unexpended  Income  332.58 

f — $ 901.10 

Trust  No.  2 — Thayer  Library  Fund  $1,229.72 

Unexpended  Income  11.86 

1,241.58 


Total  Trust  Funds  2,142.68 

Total  Liabilities,  Capital  and  Trust  Funds  $27,146.12 


Capital  Account,  One  Year  Ended  May  31,  1940 


Balance — June  1,  1939  $24,865.88 

Deduct:- — Prior  Year  Accounts  Paid  this  Period  $139.76 

Expense  in  Excess  of  Income,  One  Year  366.18 

505.94 

Balance — May  31,  1940  $24,359.94 


Statement  of  Revenue  and  Expense.  One  Year  Ended  May  31,  1940 


REVENUE 

Dues  $ 5,656.00 

Income  from  Securities  326.50 

Interest  Received  191.56 

Exhibit  Space — 1939  Convention  814.50 

C.  M.  A.  B.  Advertising  2,397.12 

Local  Advertising  1,059.40 

Subscriptions  and  Sales  of  Journals 22.00 


Total  Revenue  $10,467.08 


EXPENSE 


Salaries : — 

Dr.  Jackson,  Editor  $1,000.00 

Dr.  Carter,  Secretary  and  Treasurer  1,200.00 

Mrs.  Kennard,  Assistant  Secretary  1,500.20 

Traveling  Expenses:  — 

President 300.00 

Secretaries  143.10 

Councilors  52.52 

Office  Expenses:  — 

Office  Assistants  122.00 

Supplies,  Stationery,  etc 301.03 

Postage  and  Mailing  Expense  171.61 

Telephone  140.65 

Auditing  56.42 

Miscellaneous  91.98 

Committee — Graduate  Education  131.66 

Clinical  Session  152.75 

Delegates — N.  E.  Medical  Societies  137.83 
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A.  M.  A.  Meeting  136.75 

Medical  Advisory  Committee  500.00 

Annual  Meeting  785.90 

Printing  3,686.64 

Plates  182.22 

Constitution  and  By-Laws  ...-. 40.00 


Total  Expense  10,833.26 


Expense  in  Excess  of  Revenue — One  Year $366.18 


Statement  of  Cash  Receipts  and  Disbursements,  One  Year  Ended,  May  31,  1940 

Cash  in  Banks  June  1,  1939  $14,775.97 

RECEIPTS 

Received  from  Dues’ $5,616.00 

Income  from  Investments  518.06 

Exhibit  Space  Rentals  662.00 

Liquidating  Dividend — Fidelity  Trust  Co 47.S3 

Subscriptions  and  Sale  of  Journals  22.00 

Advertising  3,451.57 

10,317.46 

$25,093.43 

DISBURSEMENTS 

Salaries  $3,700.20 

Traveling  Expenses  495.62 

Office  Expenses  883.69 

Committees,  Clinical  Session  and  A.  M.  A.  Meeting  584.33 

Annual  Meeting — 1939  and  1940  744.60 

Medical  and  Advisory  Committee  500.00 

Printing  and  Plates  3,868.86 

Constitution  and  By-Laws  40.00 

Prior  Year  Accounts  Paid  this  Period  139.76 

10,957.06 

Cash  in  Banks — May  31,  1940  $14,136.37 


Canal  National  Bank — Checking  Account  $3,452.98 

Canal  National  Bank — Savings  Account  1,848.70 

Maine  Savings  Bank  4,435.59 

Portland  Savings  Bank  4,399.10 

$14,136.37 


Securities — Bonds,  May  31,  1940 

Description  Cost 

$2,000  Commonwealth  of  Australia,  Ext.  Loan  30  Yr.  5’s,  1957  $1,960.00 

700  Prudence  Bond  Corp.  1st  Mtge.  Coll.  Series  6,  5*4’s,  1936  (Defaulted)  700.00 

3,000  Portland  Terminal  Co.  1st  Mtge.  5’s,  1961  3,045.00 

1,700  Mortbon  Corp.  of  N.  Y.  Reg.  Coll. 

$400  June  1,  1941,  A 5 s 

400  1946,  B 5’s 

400  1951,  C 5’s  1,700.00 

500  1956,  D 5’s 

10  Shares  Y.  T.  Class  A,  $1— Par  


$7,405.00 
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Book  Review 


“ Diseases  of  the  Foot ” 


By  Emil  D.  W.  Hauser,  M.  S.,  M.  D.,  Assistant 
Professor  of  Bone  and  Joint  Surgery,  Northwest- 
ern University  Medical  School;  Attending  Ortho- 
pedic Surgeon,  Passavant  Memorial  Hospital,  Chi- 
cago, with  a Foreword  by  Sumner  L.  Koch,  M.  D. 
472  pages  with  263  illustrations  on  172  figures, 
some  in  colors. 

Published  by  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1939.  Price,  $6.00. 

Several  excellent  additions  to  the  medical  litera- 
ture with  special  reference  to  the  human  foot  and 
its  ailments  have  come  from  the  presses  in  recent 
years. 

The  introductory  volume  to  this  newly  re-opened 
field  of  medical  and  surgical  interest  is  Dr.  Dudley 
J.  Morton’s  thought-provoking,  action-stimulating, 
scientific  monograph  entitled  “The  Human  Foot’’ 
now  in  its  second  edition.  Lately  there  also  ap- 
peared Drs.  Frank  D.  Dickson’s  and  Rex  L.  Dive- 
ley’s  “Functional  Disorders  of  the  Foot.”  Both 
were  reviewed  in  The  Joubnal  of  the  Maine  Medi- 
cal Association.  Another  book  on  the  subject  is 
Dr.  Norman  Lake’s  “The  Foot.”  Now  we  are  pre- 
sented with  Dr.  Emil  D.  W.  Hanser’s  “Diseases  of 
the  Foot.”  Each  of  these  works  is  well  conceived, 
well  constructed,  and  well  presented,  and,  so  far 
as  is  known,  well  received. 


Dr.  Hanser’s  book  is  specifically  designed  for 
the  teaching  of  this  specialty.  It  was  created  for 
the  purpose  of  providing  the  medical  student  and 
the  general  practitioner  with  a comprehensive 
treatise  which  is  expected  to  serve  as  a basis  for 
instruction  which  will  lead  to  an  adequate  under- 
standing of  the  anatomy  and  physiology  of  the 
normally  and  the  abnormally  developed  foot,  the 
pathological  changes  produced  in  the  foot  by 
disease-producing  organisms,  faulty  employment, 
injuries,  new  growths,  etc.,  and  above  all,  is  ex- 
pected to  lead  to  an  understanding  of  the  end 
results  aimed  at  in  any  and  all  forms  of  treat- 
ment which  may  be  employable  for  the  purposes  of 
reconstructing  a useless  or  painful  human  foot  to 
a useful  and  enjoyable  member  of  the  human  or- 
ganism. The  work  here  presented  is  the  result  of 
the  expenditure  of  years  of  hard  work  in  an 
effort  to  clarify  the  problems  involved  and 
to  present  the  present-day  solutions  of  these  prob- 
lems to  the  medical  profession  in  this  uniformly 
applicable  guide  to  successful  therapy  in  practi- 
cally all  forms  of  discomfort-producing  aberra- 
tions from  physiologically  well  harmonized  normal 
functions  of  the  human  foot.  Here  is  an  excellent 
textbook  written  for  a medico-surgical  specialty 
which  promises  great  and  far-reaching  possibili- 
ties for  further  development. 


Exhibiting  June  24-25 

AT  THE  MAINE  MEDICAL  MEETING 

Corrective  and  Surgical  Supports 

For  Men,  Women  and  Children 
Back  Supports,  Elastic  Hosiery,  Arches 

The  Most  Practical  Exhibit  at  the  Meeting 
Mail  Order  Service 

ELMER  N.  BLACKWELL 

207  Strand  Building 
PORTLAND,  MAINE 


For  Immediate  Information  or 
a Quick  Call  for  Service 

Telephone  Our  Maine  Representative 

MR.  C.  H.  JOY 

7 Libby  Avenue  - Lewiston 
LEWISTON  3928 

SURGEONS  and  PHYSICIANS 
SUPPLY  CO. 

BOSTON,  MASS. 


Prentiss  Loring,  Son  & Go. 

465  Congress  St.,  Rooms  406-407,  Portland,  Me. 

General  Insurance 

SPECIALIZING  IN 
Physicians’  and  Surgeons’ 
Liability  Insurance 

PHONE  3-6161 

Philip  Q.  Loring,  President  Paul  F.  Grace,  Treasurer 
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$ 
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BRACES 

Orthopedic  braces,  corsets,  trusses, 
celluloid  and  leather  appliances 
MADE  TO  ORDER 
Prompt  and  efficient  service. 


THE  CHILDREN’S  HOSPITAL 

68  HIGH  STREET  PORTLAND,  MAINE 
WRITE  OR  TEL.  SUPERINTENDENT 
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President's  Address* 

By  George  L.  Pratt,  M.  D.,  Farmington,  Maine 


Mr.  President-Elect,  Members  of  the  A sso- 
ciation  and  Guests: 

As  onr  time  -this  afternoon  is  very  well 
filled,  I propose  to  confine  my  remarks  to  a 
few  observations  on  State  and  National 
affairs  in  the  medical  field. 

Our  State  and  County  organizations  have 
been  running  rather  smoothly  during  the 
year,  the  main  weakness  being  the  indiffer- 
ence of  some  members  who  seldom  attend 
meetings,  and  who  fail  to  show  much  interest 
in  the  work  of  their  societies. 

I believe  that  this  condition  is  improving, 
but  the  secretaries  and  other  officers  should 
continue  to  aim  at  100%  participation  of  our 
members. 

Next  year  may  not  be  so  quiet. 

Our  relations  with  the  cults  are  almost  sure 
to  come  up,  in  some  way,  during  a legislative 
year. 

They  may  try  again  to  force  their  way  into 
our  hospitals. 

We  must  be  ready  to  oppose  any  such  move 
in  cooperation  with  the  Hospital  Association, 


which  did  such  excellent  work  during  the 
last  session  of  the  Legislature. 

It  would  help  greatly  if  each  member  con- 
sidered himself  a committee  of  one  to  see  that 
Legislators,  to  whom  he  has  access,  are 
thoroughly  informed  on  this  matter. 

Another  matter  to  which  I would  call  your 
attention  briefly,  is  that  we  have  in  Maine 
two  standards  of  licensure  for  the  practice  of 
medicine. 

The  M.  D.’s  are  held  up  to  high  qualifica- 
tions, while  at  the  same  time  another  group 
of  different  qualifications  is  also  licensed  to 
practice  medicine. 

Our  legal  advisors  tell  us  that  this  is  per- 
fectly legal,  but  it  seems  opposed  to  common 
sense. 

In  my  opinion  we  will  get  along  best  with 
cults  by  having  nothing  whatever  to  do  with 
them — professionally. 

If  we  mix  with  them  at  all  complications 
arise  immediately. 

An  exception  must  be  made  in  the  case  of 
Health  officers  and  the  State  Laboratory. 


* Read  at  the  88th  Annual  Session  of  the  Maine  Medical  Association,  Rangeley  Lakes,  Maine, 
June  25,  1940. 
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State  law  requires  that  they  have  some 
dealings  with  them. 

National  medical  affairs  are  far  from  be- 
ing settled. 

The  Wagner  National  Health  Act  is  not 
being  pushed  just  now,  but  it  is  still  before 
Congress,  still  in  the  Committee,  and  still 
in  charge  of  its  New  Deal  proponents. 

When,  and  if,  circumstances  are  more 
favorable,  as  they  would  be,  in  the  event  of 
success  for  the  New  Dealers  in  the  National 
election,  we  may  expect  that  a more  or  less 
modified  bill  will  be  brought  out. 

The  new  Wagner  Bill,  the  hospital  bill,  is 
a comparatively  minor  affair,  and  will  prob- 
ably become  a law. 

If  a good  Advisory  Council  is  appointed 
and  given  real  authority,  this  bill  may  be  of 
some  value,  but  it  should  be  regarded  as  only 
a first  step  in  the  National  Health  program. 

Senator  Taft  has  some  sound  ideas  on  med- 
ical legislation. 

In  an  address  to  the  Ohio  State  Medical 
Association,  he  said,  in  effect,  that  probably 
the  Federal  Government  should  do  more  in 
aiding  certain  states  to  care  for  their  indi- 
gent sick,  but  that  to  do  so  it  is  wholly  un- 
necessary to  provide  an  army  of  Federal  offi- 
cials, to  change  the  American  way  of  prac- 
ticing medicine  and  running  hospitals,  and  to 
force  Federal  aid  and  control  upon  states  that 


It  seems  to  me  that  an  educational  pro- 
gram having  for  its  purpose  the  enlighten- 
ment of  the  public  with  regard  to  the  hazards 
of  nonprofessional  treatment  of  dyspepsia 
after  the  age  of  45  years,  and  particularly 
throughout  the  dyspeptic-cancer  age  period 
would  produce  some  highly  desirable  results. 
To  make  people  who  suffer  of  persistent  dys- 
pepsia at  these  ages  more  conscious  of  the  pos- 
sibilities of  cancer  would  undoubtedly  result 
in  the  detection  of  many  more  cancers  than 
now  can  be  diagnosed ; some  of  these  lesions 
would  certaiuly  lend  themselves  to  successful 
surgical  treatment,  and  thus  such  a program 
would  result  in  the  saving  of  some  lives. — 


need  no  aid,  at  enormous  and  indefinite  cost. 

The  Supreme  Court  refused  to  make  a de- 
cision in  the  suit  against  the  American  Medi- 
cal Association,  and  sent  the  case  back  for 
trial. 

So  we  face  a prolonged  period  of  litigation 
with  the  likelihood  that  eventually  the  case 
will  come  before  the  Supreme  Court  again. 

An  entirely  new  factor  has  entered  into  all 
of  our  problems. 

The  terrific  shock  of  recent  events  in 
Europe  has  awakened  the  whole  of  America 
to  its  own  danger. 

We  heartily  support  the  President’s  pro- 
posals for  an  immediate  and  greatly  ex- 
panded program  of  National  defense  and 
believe  that  it  is  urgently  necessary,  regard- 
less of  costs. 

But  would  it  not  seem  to  be  wise  statesman- 
ship, and  also  necessary,  for  the  Government 
to  refrain,  at  this  time,  from  undertaking 
any  new  social  change,  such  as  the  Wagner 
National  Health  Act,  which  would  not  only 
be  enormously  expensive,  but  for  which  there 
is  little  if  any  demand  by  the  people? 

One  conclusion  should  be  drawn  from  this 
brief  survey  of  affairs  and  that  is  that  we 
must  keep  our  organization  strong  and  alert 
and  ready  for  action  in  order  to  preserve  our 
American  institutions. 


Andrew  B.  Rivers,  M.  D.,  Jour.  A.  M.  A., 
September  23,  1939. 

The  gastrointestinal  types  of  lymphoma 
have  particularly  interested  me.  It  seems  al- 
most proper  to  say : When  is  an  ulcer  not  an 
ulcer  ? When  it’s  a cancer  or  lymphoma.  Any- 
thing a bit  off-color  in  a picture  apparently 
due  to  peptic  ulcer  may  properly  arouse  sus- 
picion of  lymphoma,  atypicality  in  the  roent- 
genograms, failure  to  respond  to  adequate  ul- 
cer treatment,  and  so  on.  Multiple  ulcerations 
are  particularly  suggestive  of  lymphoma. — 
J.  H.  Means,  M.  D.,  Jour.  A.  M.  A.,  August 
19,  1939. 
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Diseases  and  Treatment  of  the  Veins  of  the  Lower  Extremity* 

By  Robert  R.  Litton,  M.  D.,  Boston,  Massachusetts 


My  subject  for  discussion  this  evening  is 
diseases  of  the  veins  of  the  lower  extremity. 

The  first  condition  which  I shall  consider 
will  be  that  of  varicose  veins.  This  is  the 
most  common  condition  encountered  in 
peripheral  vascular  disease.  It  is  seen  in  both 
male  and  female,  hut  is  more  common  in  the 
latter.  There  is  still  a certain  amount  of  con- 
troversy over  the  etiology  of  varicose  veins. 
There  does  seem  to  he  a definite  hereditary 
tendency,  in  that  it  is  common  to  find  that 
either  or  both  parents  of  a patient  with  vari- 
cose veins  also  have  them.  Practically  every- 
one agrees  that  the  erect  position  that  the 
human  maintains,  plays  a very  important 
role  in  the  production  of  varicosities.  I think 
it  unlikely  that  one’s  occupations  or  habits 
have  very  much  to  do  with  the  formation  of 
varicose  veins  in  a given  individual.  In  the 
normal  individual,  the  veins  of  the  lower  ex- 
tremity, both  superficial  and  deep,  have 
valves  in  them  which  allow  the  blood  to  pass 
towards  the  heart.  These  valves  segment  the 
column  of  blood  in  the  vein.  This  means  that 
when  the  valves  are  competent  the  pressure 
exerted  by  the  column  of  blood  is  much  less 
than  when  the  veins  are  incompetent  so  that 
the  column  of  blood  is  not  divided  into  seg- 
ments. 

Etiology.  It  is  my  opinion  that  the  valves 
of  the  superficial  venous  system  of  the  lower 
leg  become  incompetent  for  one  reason, 
namely,  dilatation  of  the  vein  wall  with  sepa- 
ration of  the  valve  cusps,  due  to  pressure 
from  within  the  vein  caused  by  the  weight 
of  the  column  of  blood,  between  the  level  of 
the  heart  and  the  leg.  I believe  that  vari- 
cosities start  at  or  near  the  junction  between 
the  deep  or  superficial  system.  In  the  case 
of  the  long  saphenous  vein,  which  joins  the 
femoral  in  the  groin,  we  find  that  it  passes 
through  the  fossa  ovalis,  formed  by  the  fascia 
lata.  There  is  a valve  in  the  saphenous  vein 
at  this  point.  In  some  patients  the  fossa 
ovalis  is  much  wider  than  in  others.  This  re- 


sults in  less  support  to  the  saphenous  vein, 
so  that  it  can  much  more  readily  dilate  due 
to  pressure  from  within  exerted  by  the  col- 
umn of  blood  from  above.  Once  this  valve 
has  become  incompetent,  each  succeeding  set 
of  valves  distal  to  this  point  also  become  in- 
competent, since  there  is  no  support  from 
without  as  the  vein  lies  just  beneath  the  skin 
and  the  superficial  tissues. 

This  conception  of  the  production  of  vari- 
cose veins  explains  the  importance  of  sever- 
ing the  communication  between  the  deep  and 
superficial  venous  systems  in  the  treatment 
of  varicosities. 

Anatomy.  There  are  three  venous  systems 
in  the  lower  leg  that  we  are  interested  in,  in 
the  treatment  of  varicose  veins. 

1.  The  long  saphenous  vein. 

2.  The  short  saphenous  vein. 

3.  The  communicating  veins  which  con- 
nect the  superficial  and  deep  venous 
systems. 

The  long  saphenous  vein  begins  over  the 
dorsum  of  the  foot,  extends  up  the  medial 
side  of  the  leg  and  thigh,  to  join  the  femoral 
vein  just  below  the  inguinal  ligament.  A 
very  important  point  from  a surgical  point 
of  view  is  the  fact  that  the  saphenous  vein 
in  most  individuals,  joins  the  femoral  at  the 
level  of  the  crease  in  the  groin.  For  this  rea- 
son, it  is  important  that  one’s  incision  for  the 
ligation  of  the  long  saphenous  vein  be  placed 
very  close  to  the  crease.  In  stout  individuals 
the  crease  may  be  even  lower  than  the  junc- 
tion of  these  two  veins  so  that  the  incision 
may  need  to  be  carried  across  onto  the  ab- 
dominal side. 

A very  important  point  in  the  anatomy  of 
the  long  saphenous  vein  is  the  branches  in 
the  upper  part  of  the  thigh.  Careful  exami- 
nation of  anatomical  dissections  will  show 
that  there  are  three  very  constant  branches 
arising  from  the  long  saphenous  vein  just 
distal  to  its  junction  with  the  femoral  vein. 


* Read  before  the  Kennebec  County  Medical  Association,  Gardiner  General  Hospital,  Gardiner,  Maine, 
November  16,  1939. 
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It  is  very  important  that  these  veins  be  recog- 
nized at  the  operation  and  that  the  ligation 
of  the  saphenons  trunks  should  be  proximal 
to  them.  A number  of  recurrences  in  our 
earlier  cases  were  definitely  due  to  failure 
to  ligate  above  these  veins.  You  will  note 
that  in  pictures  in  the  anatomy  books,  these 
veins  connect  with  the  main  saphenous  trunk 
lower  down  through  various  collateral  chan- 
nels. It  is  because  of  this  fact  one  gets  re- 
currences, if  these  veins  are  not  ligated  at  the 
same  time  the  long  saphenous  is  ligated  or  if 
the  ligation  is  done  distal  to  these  branches. 

The  short  saphenous  vein  begins  on  the 
lateral  side  of  the  foot,  passes  upward  along 
the  posterolateral  surface  of  the  lower  leg 
along  with  the  sural  nerve.  It  joins  the  pop- 
liteal vein  about  an  inch  above  the  crease  in 
the  popliteal  space.  It  is  much  less  common 
to  find  this  vein  involved  in  varicosities,  than 
it  is  to  find  the  long  saphenous.  Incompe- 
tence of  it  should  always  be  examined  for, 
as  some  of  the  so-called  recurrences  following 
treatment  have  been  found  to  he  due  to  vari- 
cosities of  this  system,  which  had  been  over- 
looked at  the  time  of  the  first  examination  of 
the  patient.  Passing  upward  to  join  the  long 
saphenous  vein,  one  finds  a constant  branch 
arising  from  the  upper  centimeter  of  the 
short  saphenous  vein.  This  is  of  practical 
importance  because  one  should  make  certain 
that  the  ligation  is  done  proximal  to  the  point 
from  which  this  tributary  arises,  otherwise  a 
recurrence  may  develop  through  this  branch 
by  way  of  the  long  saphenous  vein. 

The  communicating  system  of  veins  is 
chiefly  of  interest  in  the  treatment  of  vari- 
cose ulcers,  which  develop  following  a deep 
phlebitis.  The  greatest  number  of  them  occur 
in  the  lower  leg.  There  are  three  or  four  in 
the  thigh  connecting  the  main  trunk  of  the 
saphenous  vein  with  the  femoral  vein.  Occa- 
sionally these  are  found  to  be  incompetent 
and  if  they  are  not  ligated  and  divided,  re- 
currence is  apt  to  take  place.  I shall  discuss 
the  communicating  veins  of  the  lower  leg  in 
the  treatment  of  postphlebitic  varicose  ulcers 
later  on  in  the  discussion. 

Examination  of  the  patient.  In  order  to  be 
able  to  treat  a case  of  varicose  veins  properly, 
it  is  important  to  know  which  one  of  these 
sets  of  veins  are  at  fault.  The  most  valuable 


test  to  ascertain  this  is  the  so-called  Trendel- 
enburg test.  It  is  done  as  follows : The  pa- 
tient is  placed  on  the  examining  table.  The 
leg  to  be  examined  is  elevated  to  a 45  degree 
angle  with  the  horizontal  in  order  to  empty 
the  superficial  veins  of  blood.  When  this  is 
accomplished,  pressure  is  exerted  over  the 
saphenous  vein  high  in  the  thigh  by  means 
of  the  hand.  A rubber  tourniquet  may  be 
used,  but  I have  found  that  I can  carry  out 
the  test  more  satisfactorily  with  my  fingers. 
Maintaining  pressure  over  the  saphenous  vein 
the  patient  is  made  to  stand  up.  The  varicose 
veins  are  then  carefully  watched  for  fifteen 
to  twenty  seconds.  If  they  do  not  fill  with 
blood  in  that  time,  the  hand  is  released  to 
see  if  they  fill  rapidly  with  blood  from  above. 
If  such  is  the  case,  it  is  considered  that  the 
varicosities  are  of  the  long  saphenous  system 
only  and  the  valves  of  this  vein  are  incom- 
petent, and  the  treatment  that  is  indicated  is 
a high  ligation  at  the  sapheno-femoral  junc- 
tion, followed  later  by  injections  of  the  vari- 
cose veins.  If,  on  the  other  hand,  the  veins 
fill  rapidly  from  below,  that  is  within  fifteen 
or  twenty  seconds  after  the  patient  stands  up, 
it  indicates  that  the  varicosities  are  filling, 
either  from  the  short  saphenous  vein  or  the 
communicating  vein.  In  order  to  rule  out 
the  short  saphenous  vein  the  test  is  repeated, 
placing  one  hand  over  the  short  saphenous, 
and  one  over  the  long  saphenous.  If  the  veins 
still  fill  rapidly  from  below,  one  may  feel 
very  sure  that  the  filling  is  due  to  incom- 
petence of  the  communicating  veins  of  the 
lower  leg.  It  is  not  always  necessary  to  oper- 
ate on  these  communicating  veins,  but  it  is 
important  to  ascertain  whether  they  are  com- 
petent or  not,  because  the  prognosis  after 
treatment  will  vary  a good  deal  depending 
upon  the  condition  of  these  veins.  In  most 
instances,  I have  not  felt  it  necessary  to  oper- 
ate upon  them  unless  there  are  varicose  ulcers 
present.  If  I do  not  operate  upon  them,  I 
make  sure  that  the  patient  understands  that 
the  treatment  by  ligation  plus  injections  of 
the  long  saphenous  vein  will  not  be  a perma- 
nent cure.  If  the  varicosities  are  simply  due 
to  incompetence  of  the  long  saphenous  vein, 
or  the  short  saphenous  vein,  then  I feel  that 
it  is  legitimate  to  explain  to  the  patient  that 
ligation  and  injection  of  either  or  both  of 


Volume  XXXI,  No.  7 Diseases  and  Treatment  of  the  Veins  of  the  Lower  Extremity 


195 


these  systems  will  assure  the  patient  of  a 
cure,  certainly  as  nearly  as  it  is  possible  with- 
out excising  all  the  veins. 

Another  test  which  is  valuable  in  the  treat- 
ment of  this  condition  is  the  so-called 
Schwartz  test.  This  test  was  of  more  value 
when  we  were  doing  injections  alone.  It  still 
helps  one,  however,  in  injections  carried  out 
after  ligation.  It  consists  of  placing  the  fin- 
gers of  one  hand  over  the  course  of  the  saphe- 
nous vein  in  the  thigh  and  tapping  a large 
varicosity  in  the  lower  leg.  By  this  means, 
an  impulse  synchronous  with  the  tapping  will 
be  felt  by  the  fingers  of  the  upper  hand.  In 
this  way  it  is  possible  to  localize  the  saphe- 
nous vein  where  it  cannot  be  palpated,  so 
that  an  injection  may  he  given. 

Many  men  are  greatly  concerned  about  the 
deep  circulation  in  the  treatment  of  varicosi- 
ties of  the  superficial  system.  I believe  it  is 
a very  rare  case  indeed  in  which  the  super- 
ficial varicosities  are  acting  as  important  col- 
lateal  venous  channels  by  which  the  blood  is 
returning  to  the  heart.  If  one  is  in  doubt 
about  the  deep  circulation,  it  can  be  tested  hv 
the  so-called  Perthe’s  test.  This  consists  in 
applying  a tight  bandage  to  the  leg,  with  the 
patient  lying  down  and  then  allowing  him  to 
get  up  and  walk  about.  If  the  leg  becomes 
painful  or  the  veins  swell  up  markedly,  while 
he  is  up  walking,  this  indicates  that  the  deep 
circulation  is  occluded.  In  my  experience 
this  is  a very  rare  condition,  as  I have  never 
happened  to  encounter  it. 

Another  simple  test  which  I have  used  to 
determine  the  condition  of  the  deep  system 
of  veins  is  done  as  follows:  With  the  patient 
standing  up,  a tourniquet  is  placed  around 
the  leg  well  up  on  the  thigh.  This  tourniquet 
should  be  only  tight  enough  to  obstruct  the 
superficial  veins.  The  patient  is  then  placed 
on  the  examining  table  in  a supine  position. 
His  leg  is  elevated  to  about  a 20  or  30  de- 
gree angle.  If  the  superficial  veins  are  found 
empty  with  this  venous  tourniquet  in  place, 
it  is  perfectly  obvious  that  the  deep  circula- 
tion must  he  patent  and  adequate  to  take  care 
of  the  return  circulation  from  the  leg. 

Treatment.  The  history  of  the  treatment 
of  the  varicose  veins  is  a very  interesting 
chapter  in  surgery.  Many  operations  and 
forms  of  treatment  have  been  devised. 


Twelve  years  ago,  we  thought  we  were  start- 
ing a new  form  of  treatment  at  The  Massa- 
chusetts General  Hospital.  However,  perusal 
of  the  records  of  this  hospital,  between  the 
years  of  1835  and  1845,  revealed  that  we 
were  repeating  a form  of  treatment  which 
had  been  in  vogue  at  that  time.  There  were 
quite  a large  number  of  patients  admitted  to 
the  hospital  during  that  decade  for  the  in- 
jection treatment  of  varicose  veins.  For  some 
reason  or  other,  that  we  have  been  unable  to 
ascertain,  the  results  of  this  form  of  treat- 
ment at  that  time  were  never  recorded.  It 
would  he  my  impression  that  the  reason  for 
this  was  the  failure  of  it  as  an  adequate  form 
of  treatment.  Perhaps  if  we  had  known  about 
their  results,  we  would  not  have  had  to  re- 
peat their  experiences.  The  sclerosing  ma- 
terial they  used  was  a solution  of  iron  chlo- 
ride which  is  much  stronger  than  the  one  we 
have  used,  but  apparently  according  to  the 
records  no  serious  consequences  resulted.  The 
modern  injection  treatment  of  varicose  veins 
was  begun  again  about  twelve  to  fifteen  years 
ago.  We  carried  it  out  in  The  Peripheral 
Vascular  Clinic  at  The  Massachusetts  Gen- 
eral Hospital  for  a period  of  three  or  four 
years.  At  the  end  of  this  time,  a follow-up 
of  our  cases  showed  the  recurrences  were 
sixty-three  percent.  Because  of  this  fact,  we 
resorted  to  a ligation  of  the  saphenous  vein 
at  the  sapheno-femoral  junction  followed  by 
an  injection  of  a sclerosing  solution  into  the 
saphenous  trunk  and  its  tributaries.  This 
form  of  treatment  in  properly  selected  cases 
has  proved  very  efficacious.  Instead  of  sixty- 
three  percent  recurrences  we  have  found  that 
there  have  been  seventy  percent  satisfactory 
results.  The  recurrences  we  have  found  were 
due  to:  First,  improper  high  ligation,  that 
is  below  the  branches  in  the  upper  portion  of 
the  saphenous  vein.  Second,  an  incompetent 
short  saphenous  vein  was  overlooked,  and 
third,  there  were  recurrences  due  to  incom- 
petent communicating  veins,  both  in  the  thigh 
and  lower  leg. 

It  was  our  custom  originally  to  do  retro- 
grade injection  of  the  saphenous  vein  at  the 
time  of  the  operation.  At  present,  we  have 
given  up  this  step.  I have  three  definite  rea- 
sons for  doing  this.  First,  is  the  danger  of 
the  patient  developing  a thrombosis  of  the 
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deep  veins,  as  occurred  in  one  patient 
that  I treated,  who  refused  to  get  out 
of  bed  and  walk  about  following  the  opera- 
tion. We  have  felt  that  it  is  very  important 
for  the  patient  to  remain  ambulatory  follow- 
ing the  operation,  especially  if  a retrograde 
injection  lias  been  done.  The  patient  that  I 
have  in  mind  did  not  remain  ambulatory  and 
shortly  after  leaving  the  hospital  had  a very 
large  pulmonary  embolism,  which  fortunately 
was  not  fatal  I feel  very  definitely  that 
if  this  patient  had  not  had  a retrograde  in- 
jection, she  would  not  have  had  a pulmonary 
embolus,  because  the  formation  of  the  throm- 
bosis in  the  deep  venous  system,  which  was 
the  origin  of  the  pulmonary  embolus,  was 
directly  attributable  to  the  sclerosing  solu- 
tion getting  into  the  deep  circulation  in  suffi- 
cient concentration  to  produce  a thrombosis. 
If  a patient  is  made  to  walk,  the  solution  is 
carried  away  more  quickly  because  of  the  in- 
creased circulation  of  the  blood  in  the  ex- 
tremity. Hone  of  our  ambulatory  patients 
have  had  any  pulmonary  emboli. 

Second,  if  a sclerosing  solution  is  injected, 
there  is  great  temptation  to  inject  too  large 
an  amount  of  it,  especially  in  a large  saphe- 
nous trunk.  This  may  result  in  damage  to 
the  communicating  veins  and  their  valves, 
and  if  the  latter  are  damaged,  there  is  a very 
definite  chance  that  there  will  be  a recurrence 
of  the  varicose  veins,  as  these  communicating 
veins  recanalize. 

The  third  reason  for  not  doing  the  retro- 
grade injection  is  that  there  is  always  the 
danger  that  one  may  use  the  sclerosing  solu- 
tion by  mistake,  instead  of  novocaine,  if  ad- 
ditional anesthesia  is  necessary  during  the 
course  of  the  operation,  since  it  is  usually 
already  in  a syringe.  This  does  not  seem 
likely,  but  it  is,  however,  a very  definite 
possibility. 

Our  present  form  of  treatment  in  a simple, 
uncomplicated  case  of  varicose  veins  is  as 
follows : The  patient  is  admitted  to  the  hos- 
pital the  night  before  operation.  A very  care- 
ful preparation  of  the  groin  is  done.  The 
following  morning,  he  is  given  one  and  one- 
half  grains  of  nembutol  an  hour  prior  to 
operation.  Occasionally  a hypodermic  of 
morphine  may  be  of  value  in  a very  nervous 
patient.  The  operation  is  done  entirely  under 
local  anesthesia,  infiltrating  the  skin  and  su- 


perficial tissues  with  a one  percent  solution  of 
novocaine.  The  most  effective  incision  is  an 
oblique  incision  parallel  to  the  cleavage 
planes  of  the  skin.  This  is  best  placed  about 
one-quarter  of  an  inch  below  the  crease  in  the 
groin,  unless  the  patient  is  a very  obese  one, 
in  which  case  it  may  be  advisable  to  even 
cross  the  crease  of  the  groin  with  a more  ver- 
tical type  of  incision.  As  soon  as  the  incision 
through  the  skin  is  completed,  towels  are 
clipped  to  the  edges  of  the  wound  by  Michel 
skin  clips.  In  this  way  there  is  a minimum 
danger  of  contamination  of  the  wound.  The 
upper  branches  of  the  saphenous  vein  are 
next  isolated.  It  is  practical  to  ligate  and 
divide  these  as  in  this  way  it  is  much  easier 
to  visualize  the  actual  sapheno-femoral  junc- 
tion. The  dissection  beneath  the  superficial 
fascia  is  best  made  in  a vertical  direction, 
because  in  this  way,  there  is  very  little  dan- 
ger of  damage  to  the  lymphatic  vessels  of  the 
leg.  I have  seen  one  case  which  had  a com- 
plete lymphatic  fistula  following  a simple 
high  ligation  of  the  saphenous  vein.  It  for- 
tunately was  only  temporary,  but  was  due  to 
using  a transverse  incision  and  in  this  way 
undoubtedly  severing  all  of  the  lymphatic 
trunks.  It  is  important  to  visualize  the 
femoral  vein  over  a distance  of  about  an  inch. 
Sometimes  the  upper  branches  of  the  saphe- 
nous vein  are  found  to  arise  exactly  at  the 
junction  of  the  saphenous  and  femoral  vein. 
In  this  case  it  is  important  to  not  only  ligate 
the  saphenous  vein,  but  also  these  branches. 
Very  fine  catgut  or  silk  is  suitable  for  the 
operation.  After  severing  the  saphenous 
vein,  the  proximal  end  is  donbly  ligated.  One 
of  the  ligatures  should  be  a stitch  ligature,  as 
this  will  guaranty  against  hemorrhage  due 
to  the  slipping  of  it.  I usually  excise 
about  two  or  three  inches  of  the  saphenous 
trunk  distally,  as  occasionally  one  finds 
a communicating  vein  just  about  an  inch 
from  the  sapheno-femoral  junction.  The 
wound  is  closed  in  layers  without  drainage 
and  a very  small  dressing  applied.  Follow- 
ing the  operation  the  patient  is  requested  to 
walk  about  two  minutes,  at  least,  out  of  every 
hour  until  bedtime.  This  maintains  an  active 
circulation  in  the  deep  system,  and  it  also 
keeps  the  patient  in  a physical  condition  so 
that  he  may  be  discharged  from  the  hospital 
on  the  day  following  the  operation. 
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The  skin  stitches  are  removed  about  the 
fifth  postoperative  day  and  the  injections  of 
the  varicosities  may  be  begun  at  that  time. 
I have  found  there  is  an  advantage  in  delay- 
ing injections  until  this  time,  because  I have 
noted  that  the  varicosities  shrink  in  size,  once 
the  pressure  from  above  has  been  removed 
by  the  saphenous  ligation.  Sodium  morrhuate 
is  the  sclerosing  solution  that  we  use  at  the 
present  time.  There  are  other  ones  available, 
but  this  one  seems  to  be  very  satisfactory. 
There  is  no  danger  from  sloughing  as  was 
encountered  with  the  quinine  urethane  solu- 
tion. Injections  of  the  remaining  veins  are 
carried  out  at  weekly  intervals  and  most  of 
the  patients  can  be  cleared  up  in  about  four 
or  five  visits.  It  is  not  necessary  to  wear  sup- 
porting bandages  such  as  ace  bandages,  while 
this  treatment  is  being  continued.  If  the 
short  saphenous  vein  needs  ligation,  it  is  very 
important  that  the  incision  for  this  vein  be 
made  through  a horizontal  or  curved  incision, 
just  above  the  crease  in  the  popliteal  space. 
A vertical  incision  across  this  crease  heals 
very  poorly.  A transverse  incision  should  be 
adequate  in  length  and  usually  extends  from 
one  side  of  the  leg  to  the  other.  Despite  this 
it  heals  much  more  readily  and  cosmetically 
than  a shorter  vertical  incision.  The  post- 
operative treatment  for  this  vein  is  the  same 
as  for  the  long  saphenous  vein. 

Varicose  Ulcers.  There  are  two  types  of 
varicose  ulcers,  the  simple  and  the  post- 
phlebitic  type.  Simple  varicose  ulcers  are 
associated  with  varicosities  of  the  long  or 
short  saphenous  system.  When  the  ulcer  is 
located  on  the  medial  side  of  the  leg  or  over 
the  tibia,  it  is  usually  the  long  saphenous 
vein  which  is  at  fault.  An  ulcer  over  the 
lateral  malleolus  or  on  the  postero-lateral  side 
of  the  lower  leg  practically  always  indicates 
incompetence  of  the  short  saphenous  vein. 
This  type  of  varicose  ulcer  is  very  readily 
cured  by  ligation  of  the  saphenous  vein  and 
followed  by  injections. 

The  Postphlebitic  Varicose  Ulcer.  This 
type  of  ulceration  is  much  more  resistant  to 
treatment.  The  ulcers  present  a very  typical 
appearance.  They  are  most  commonly  located 
on  the  inner  side  of  the  leg  just  above  the 
medial  malleolus.  Howecer,  they  may  be 
found  at  any  point  011  the  lower  leg  and  occa- 


sionally one  will  find  an  ulcer  which  com- 
pletely encircles  the  leg.  In  most  cases  one 
is  able  to  elicit  a previous  history  of  a deep 
phlebitis.  This  may  be  secondary  to  preg- 
nancy and  operation  or  an  acute  infection, 
such  as  typhoid  fever,  scarlet  fever,  or  pneu- 
monia. The  ulcer  usually  does  not  appear 
for  several  years  after  the  attack  of  deep 
phlebitis.  Occasionally  it  will  occur  as  early 
as  a year,  or  as  late  as  twenty  years  after- 
wards. In  most  cases  the  ulceration  will  have 
been  present  for  a number  of  years  before 
the  patient  submits  himself  to  a surgeon  for 
treatment.  They  have  usually  tried  everything 
else  in  an  attempt  to  cure  it,  but  in  most 
cases  these  various  forms  of  treatment  result 
in  only  temporary  healing. 

The  complete  pathological  anatomy  of 
postphlebitic  varicose  ulcers  is  not  understood 
as  yet.  Many  persons  have  assumed  that  it 
is  due  to  stagnation  of  the  venous  blood  with 
resulting  anoxemia  to  the  tissues.  That  this 
is  not  true  has  been  shown  by  several  investi- 
gators. In  fact  the  blood  coming  from  the 
ulcer  area  usually  carries  more  oxygen  than 
blood  taken  from  the  superficial  veins  of  the 
opposite  leg,  which  is  normal.  Another 
theory  is  that  there  is  so  much  scar  tissue  in 
the  ulcer  area  that  it  interferes  with  the  nu- 
trition of  the  skin  overlying  it.  There  is  con- 
siderable doubt  in  my  opinion,  that  this  is 
the  case  because  it  has  been  possible  to  skin 
graft  the  ulcer  areas  and  have  the  graft  re- 
main viable  for  a good  many  years,  without 
removing  any  of  the  scar  tissue.  I feel  that 
the  more  tenable  theory  is  that  ulcers  are  due 
to  incompetence  of  the  valves  of  the  super- 
ficial, the  deep  and  the  communicating  veins. 
I11  addition  to  this  pathology  in  the  veins,  I 
think  there  can  be  little  question  but  that 
there  is  some  abnormality  of  the  lymphatic 
drainage  to  the  lower  leg,  especially  of  the 
subcutaneous  tissues.  Most  persons  with  post- 
phlebitic varicose  ulcers  have  peripheral 
edema,  much  more  so  than  in  patients  with 
only  simple  varicosities  or  simple  varicose 
ulcers.  In  addition  to  this  pathological  anat- 
omy, I feel  that  infection  plays  a very  im- 
portant role  in  the  formation  of  the  ulcer, 
and  also  in  its  resistance  to  treatment.  Be- 
cause of  the  very  marked  benefit  derived  from 
the  use  of  a fungicide  on  the  skin  surround- 
ing the  ulcer  area  and  also  the  use  of  boric 
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compresses  in  clearing  up  the  ulcer  area, 
there  seems  to  be  little  question  hut  that 
fungus  infection  plays  a very  important  role. 

The  treatment  of  postphlebitic  varicose 
ulcers  may  be  divided  into  temporary  meas- 
ures, which  include  the  use  of  pastes,  oint- 
ments and  bandages,  such  as  elastoplast  and 
gelocast.  These  are  very  similar  to  the 
Unna’s  paste  boot,  which  has  been  used  for 
many  years.  They  certainly  are  a very  im- 
portant aid  in  the  handling  of  these  cases,  but 
usually  they  cannot  be  considered  as  curatives 
in  themselves. 

The  other  type  of  treatment  is  the  surgical 
treatment.  One  of  the  more  common  opera- 
tions which  has  been  devised  was  that  of 
Homans  to  whom  we  are  indebted  in  a great 
measure  for  the  understanding  of  this  type 
of  ulceration  of  the  extremity.  His  opera- 
tion consisted  in  excising  the  ulcer  area  with 
some  of  the  surrounding  skin.  After  remov- 
ing this  block  of  tissue  a large  Thiersch  graft 
is  cut  and  placed  directly  on  the  muscle  or 
periosteum  of  the  tibia,  if  it  was  necessary  to 
uncover  this  tissue  in  the  resection.  There 
have  been  many  satisfactory  cures  by  this 
type  of  operation.  The  main  disadvantage 
to  it,  is  that  it  does  not  give  a very  good  cos- 
metic result  and  sometimes  it  does  not  cure 
the  ulcer. 

For  the  past  three  or  four  years  in  the 
peripheral  vascular  clinic  of  The  Massachu- 
setts General  Hospital,  a new  type  of  opera- 
tion has  been  devised  for  the  cure  of  this 
type  of  ulceration.  The  operation  is  based  on 
the  anatomical  study  of  the  communicating 
veins  of  the  lower  leg,  which  have  been  de- 
scribed by  Linton2.  As  originally  described 
the  operation  consisted  of  ligating  the  com- 
municating veins  in  the  lower  leg.  If  the 
ulceration  was  on  the  medial  side,  the  medial 
group  of  communicating  veins  were  ligated. 
If  it  were  on  the  lateral  side  the  postero- 
lateral communicating  veins  were  ligated,  or 
if  it  were  on  the  anterior  surface,  the  antero- 
lateral group  were  ligated.  Since  then  an 
additional  step  has  been  added  to  the  opera- 
tion because  of  the  persistent  edema  which  is 
found  in  most  of  these  cases  following  the 
ligation.  This  edema  is  not  produced  by  the 
operation,  but  as  I have  already  stated,  it  is 
usually  concomitant  with  the  ulcer.  This  step 
consists  of  excising  the  deep  fascia  on  both 


sides  of  the  incision  and  the  removal  of  some 
of  the  scar  tissue  and  also  a large  number  of 
the  superficial  veins,  which  are  encountered. 
On  the  medial  side  it  is  usually  possible  to 
resect  the  saphenous  vein  from  the  upper  end 
of  the  incision  just  below  the  knee  to  just 
above  the  malleolus  at  the  lower  end  of  the 
incision.  Instead  of  the  three  incisions  which 
were  originally  described,  it  is  possible  to  do 
a very  complete  ligation  of  all  the  communi- 
cating veins  through  two  incisions.  The 
medial  one  and  a lateral  one  just  posterior 
to  the  fibula.  The  results  from  this  pro- 
cedure have  been  very  satisfactory  in  most 
cases.  There  have  been  a number  of  recur- 
rences after  one  or  two  years.  In  practically 
all  of  these  cases  it  has  been  possible  to  show 
that  the  recurrence  has  been  due  to  an  in- 
complete operation.  Before  carrying  out  the 
ligation  of  the  communicating  veins,  it  is 
very  imperative  that  a high  ligation  of  the 
long  saphenous  and  the  short  saphenous,  if  it 
is  involved,  should  be  done.  ' 

A case  of  postphlebitic  varicose  ulcer  which 
visits  the  clinic  for  the  first  time  is  treated  as 
follows  : The  patient  is  admitted  to  the  hospital 
and  placed  in  bed  with  the  foot  of  the  bed 
elevated  so  that  the  veins  are  kept  collapsed 
at  all  times.  Hot  boric  compresses  are  ap- 
plied every  two  hours  until  the  ulcer  is  very 
clean  and  the  granulations  in  the  base  of  it 
present  a nice,  red,  healthy  appearance.  This 
requires  usually  from  a week  to  ten  days.  A 
Thiersch  is  then  done,  the  patient  is  kept  in 
bed  for  another  week  or  ten  days.  Then  is 
gradually  mobilized,  starting  with  Buerger 
exercises  for  a few  days,  and  then  allowed  to 
walk.  A supporting  bandage  of  the  Bender 
type  is  applied  very  snugly  to  the  leg.  After 
the  patient  is  ambulatory,  a high  ligation  of 
the  long  or  short  or  both  saphenous  veins  is 
done,  depending  on  whether  they  are  both  in- 
volved. A gelocast  bandage  or  an  elastoplast 
bandage  is  then  applied  from  the  toes  to  the 
knee  and  the  patient  is  allowed  to  go  home  a 
few  days  after  the  ligation.  The  bandage  is 
changed  every  two  weeks.  A fungicide  is 
applied  to  the  skin,  before  applying  the  new 
bandage.  At  the  end  of  six  weeks  the  patient 
is  re-admitted  to  the  hospital,  and  the  liga- 
tion of  the  communicating  veins  is  done.  The 
reason  for  this  period  of  six  weeks  interim 
is  to  give  the  tissues  of  the  lower  leg  a chance 
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to  completely  heal  and  for  the  body  to  rid 
the  tissues  of  all  the  contaminating  organ- 
isms, which  may  be  present.  One  case,  which 
was  done  ten  days  after  a Thiersch  graft  be- 
came septic.  Since  that  case,  they  have  all 
healed  without  infection,  and  I think  it  is 
because  this  period  of  six  weeks  has  been 
rigidly  adhered  to  between  the  time  of  graft- 
ing and  the  time  of  operation. 

The  incisions  used  are  straight,  longitudi- 
nal cuts.  ISTo  attempt  is  made  to  circumvent 
an  ulcer  area.  If  it  lies  in  the  line  of  in- 
cision the  cut  is  carried  directly  through  it. 
In  practically  all  the  cases  that  have  been 
done,  very  large  communications  have  been 
found  between  the  deep  and  superficial  sys- 
tems. It  is  too  early  yet  to  be  sure  that  all 
cases  can  be  cured  by  this  method.  There 
have  been  many  gratifying  results,  some  of 
which  have  lasted  over  three  years. 

Phlebitis.  For  practical  purposes,  phle- 
bitis may  be  divided  into  the  superficial  and 
the  deep  type. 

Superficial  Phlebitis.  Phlebitis  is  one  of 
the  common  complications  associated  with 
varicose  veins.  In  most  cases  it  is  a throm- 
bosis, rather  than  an  actual  infection  in  the 
vein.  Many  attempts  have  been  made  to  cul- 
ture the  organisms  in  the  area  of  phlebitis 
but  these  have  usually  been  negative.  The 
most  accepted  way  of  treating  acute  phlebitis 
of  the  superficial  veins  is  to  place  the  patient 
in  bed  and  apply  either  heat  or  cold.  In  most 
cases  this  requires  at  least  three  or  four  weeks 
of  bed  treatment,  and  sometimes  at  the  end 
of  this  period,  the  phlebitis  is  still  present. 

For  the  past  three  or  four  years  in  our 
Peripheral  Vascular  Clinic,  we  have  treated 
phlebitis  of  the  superficial  veins  by  an  imme- 
diate high  ligation  of  the  vein  affected.  Even 
if  the  thrombosis  can  be  felt  up  to  the  fossa 
ovalis,  we  feel  that  a ligation  of  the  affected 
vein  is  indicated.  The  operation  is  done  un- 
der novocaine  anesthesia  using  a local  infil- 
tration of  a one  percent  solution.  All  the 
cases  have  healed,  per  primum.  In  a num- 
ber of  them  the  thrombosis  has  been  found 
to  extend  right  up  to  the  femoral  vein.  It 
lias  always  been  possible,  however,  to  get  a 
ligature  between  the  thrombus  and  the 
femoral  vein.  Following  the  operation  the 


patient  may  become  ambulatory  within  a day 
or  two,  providing  there  is  no  other  condition 
which  would  contraindicate  it.  There  is  usu- 
ally a very  phenomenal  subsidence  of  the 
acute  phlebitis.  Instead  of  dragging  on  for 
three  or  four  weeks,  or  longer,  it  is  usually 
practically  gone  in  a week  to  ten  days.  The 
pain  disappears  in  as  short  a time  as  forty- 
eight  hours.  In  addition  to  curing  the  phle- 
bitis, the  operation  cures  the  varicose  veins 
in  many  cases.  I believe  also  that  a certain 
number  of  cases  of  deep  phlebitis  will  be  pre- 
vented by  this  operation,  as  we  have  seen 
cases  of  deep  phlebitis  develop  following  an 
attack  of  acute  superficial  phlebitis.  We  have 
operated  on  some  of  these  and  have  found  a 
direct  extension  of  the  thrombus  from  the 
saphenous  vein  into  the  femoral  vein. 

Deep  Phlebitis.  The  treatment  of  this  is 
very  definitely  in  a state  of  flux  at  present. 
There  is  a great  deal  in  the  literature  in 
reference  to  the  use  of  novocaine  injection 
of  the  lumbar  ganglia.  It  seems  a little  ques- 
tionable whether  this  method  of  treatment 
does  all  that  it  is  supposed  to.  In  our  clinic 
we  rather  favor  the  use  of  heat  in  the  form 
of  warm  moist  poultices  from  the  toes  to  the 
groin.  This  probably  has  the  same  effect  as  a 
v'liovocaine  block  of  the  lumbar  ganglia  and 
in  addition  it  is  carried  over  a much  longer 
period,  as  the  novocaine  effect  wears  off  very 
shortly  usually  in  two  or  three  hours.  Prac- 
tically everyone  agrees  that  these  patients 
must  be  kept  in  bed,  as  the  phlebitis  is  worse 
when  they  are  up  and  about.  A certain  num- 
ber of  them  develop  pulmonary  infarcts  and 
emboli. 

During  the  past  year  we  have  ligated  the 
femoral  vein  on  a number  of  these  patients 
with  very  excellent  results.  Whether  every 
patient  with  a deep  phlebitis  should  have  a 
ligation  of  the  femoral  vein  is  very  question- 
able, but  certainly  in  selected  cases,  it  is  an 
operation  which  has  proved  very  useful.  At 
first  thought,  one  would  think  the  ligation  of 
the  femoral  vein  would  be  a very  serious 
matter,  in  reference  to  the  circulation  of  the 
leg.  Actually,  however,  the  circulation  does 
not  suffer  greatly.  There  is  a temporary 
venous  stasis,  very  rapidly  the  collateral 
channels  dilate  and  the  leg  appears  normal 
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A Case  of  Suh- Acute  Bacterial  Endocarditis  Treated  with  Heparin 

and  Sulfapyridine 


By  DeForest  Weeks,  M.  I).,  Portland,  Maine 


E.  C.  Female,  Age  33. 

P.  FL  Rheumatic  fever  in  1926,  3 months’ 
duration,  leaving  her  with  a loud  systolic 
murmur.  In  last  few  years  she  has  taken 
digitalis  at  times  for  dyspnea.  Appendec- 
tomy in  1936. 

Present  Illness.  In  August,  1939,  had  an 
attack  of  diarrhea.  Early  in  September  she 
returned  to  Portland  from  camp  and  began 
having  chills  and  a high  fever  up  to  104°. 
She  persisted  with  a fever  102-)-  for  some 
time.  After  about  10  days  she  had  an  erup- 
tion on  abdomen  similar  to  “rose  spots.” 
Repeated  Widals  and  blood  cultures  were 
negative  except  for  weak  reaction  to  para- 
typhoid. At  this  time  her  W.  B.  C.  was 
7,000,  with  normal  cells.  Her  spleen  was  a 
little  enlarged  and  tender.  Her  urine  showed 


abundant  pus  cells  hut  otherwise  normal. 
There  was  no  jaundice  or  petechiae. 

In  October  she  developed  some  mildly  in- 
flamed joints.  Her  heart  action  was  regular 
with  a loud  systolic  murmur  over  praecordia, 
loudest  at  apex  and  transmitted  to  axilla. 
During  this  period  she  received  some  salicy- 
lates and  was  in  bed.  Her  fever  was  variable 
with  some  remissions. 

During  FT ovember  she  ran  a temperature 
around  100-101  until  FT  ovember  30,  1939, 
when  she  was  removed  to  Eye  and  Ear  In- 
firmary where  treatment  was  begun  with  in- 
travenous sodium  salicylate  and  intramuscu- 
lar injections  of  low  potency  liver  extract  on 
alternate  days.  On  admission  her  white 
count  was  14,000. 

The  hospital  report  follows  : 


Nov. 

Dec. 


30, 

1939,  Entered  Eye  and  - 

Ear.  r 

1, 

Temp. 

lOl2,  Pulse 

108, 

2, 

Temp. 

1014,  Pulse 

96. 

3, 

Temp. 

1014,  Pulse 

92. 

4, 

Temp. 

99,  Pulse 

88. 

5, 

Temp. 

101®,  Pulse 

124. 

6, 

Temp. 

1024,  Pulse 

120. 

7, 

Temp. 

1014,  Pulse 

120. 

8, 

Temp. 

992,  Pulse 

88. 

9, 

Temp. 

1004,  Pulse 

100. 

10, 

Temp. 

1004,  Pulse 

90. 

11, 

Temp. 

1014,  Pulse 

130. 

12, 

Temp. 

1014,  Pulse 

100. 

13, 

Temp. 

1014,  Pulse 

124. 

14, 

Temp. 

101,  Pulse 

130. 

15, 

Temp. 

100 (R),  Pulse  100, 

16, 

Temp. 

994,  Pulse 

124. 

17, 

Temp. 

994,  Pulse 

88. 

18, 

Temp. 

98°,  Pulse 

88. 

19, 

Temp. 

984,  Pulse 

100. 

20, 

Temp. 

99,  Pulse 

100. 

21, 

Temp. 

99,  Pulse 

92. 

22, 

Temp. 

98s,  Pulse 

84. 

23, 

Temp. 

984,  Pulse 

94. 

24, 

Temp. 

98®,  Pulse 

88. 

25, 

Temp. 

99,  Pulse 

100. 

Sodium  salicylate  gr.  XY  intra- 
Sodium  salicylate  gr.  XV  intra- 


Temp.  1004,  Pulse  120,  Resp.  20.  B/P  114/82. 

Resp.  20.  B/P  120/80.  Urine  negative.  Digitalis. 

B/P  114/58.  Neck  and  right  arm  lame.  Nauseated. 

B/P  110/60.  Normal.  Blood  report:  Hb.  71%,  RBC  4,  750,000,  WBC 
11,500,  Neut.  71,  Lymph.  29. 

B/P  118/80. 

Blood  transfusion  at  12  of  400  cc. 

Pain  in  left  shoulder.  Elix.  Feosol. 
venously. 

Pain  in  left  shoulder.  Elix.  Feosol. 
venously. 

Some  soreness  in  shoulder.  Elix.  Feosol.  Sodium  salicylate  gr.  XV 
intravenously. 

Some  soreness  in  shoulder.  Elix.  Feosol.  Liver  extract  1 cc.  in  muscle. 
Some  soreness  in  shoulder. 

Feosol  and  Sodium  salicylate  intravenously. 

Feosol  and  Liver  extract. 

Feosol  and  Sodium  salicylate. 

Sulfapyridine  began.  Vomiting.  Sodium  salicylate.  Liver  extract. 
Blood  culture  of  Dec.  1,  2,  3 shows  streptococcus  viridans. 

. Sulfapyridine  gms.  3.500  cc.  10%  glucose  in  saline,  intravenously. 
Has  discomfort  in  joints.  Some  headache.  Sulfapyridine  gm.  3.  Liver 
extract,  Coramine  V2.  amp.  at  3.55  P.  M. 

Sulfapyridine  gm.  4.  Feosol. 

gm.  3.  Feosol.  Liver  extract  1 cc. 

gm.  6.  Vomited.  Numbness  in  right  hand.  Neck  sore. 
Liver  extract  1 cc. 

Feosol.  Comfortable. 

Liver  extract  1 cc. 

Feosol.  Comfortable. 

Nausea,  vomiting. 


Sulfapyridine 

Sulfapyridine 

Sulfapyridine 

Sulfapyridine 

Sulfapyridine 

Sulfapyridine 

Sulfapyridine 

Sulfapyridine 


gm.  6. 
gm.  6. 
gm.  6. 
gm.  6. 
gm.  4. 


concentration  2.6  milligrams  per  100  cc. 


Weak  and  faint.  Coramine  ampoule. 
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26,  Temp.  986,  Pulse  92.  Continuous  intravenous  drip  of  one  10  cc.  ampoule  of  Heparin  to  500 

cc.  normal  saline  at  rate  of  20  drops  per  minute.  This  was  continued 
with  sulfapyridine  daily.  The  concentration  did  not  go  above  2.6  mgm. 
per  cent.  3 ampoules  of  Heparin  daily. 

Her  coag.  time  on  Dec.  27  was  12%  minutes. 

Dec.  31,  coag.  time  45  minutes. 

Coag.  time  was  30  minutes  in  A.  M.,  40  minutes  in  P.  M„  Jan.  2,  1940. 
She  had  an  occasional  hypodermic  of  morphine  sulf.  gr.  % to  relieve 
restlessness  and  discomfort. 


Jan. 


Feb. 


27, 

Temp. 

1002,  Pulse 

106. 

28, 

Temp. 

986,  Pulse 

94.  Cevitamic  acid,  100  mgm.,  daily. 

29, 

Temp. 

986,  Pulse 

100.  Menses  began  with  moderate  flow.  Coramine  % amp.  Liver  extract. 

30, 

Temp. 

994,  Pulse 

102.  Some  nausea  and  vomiting.  Morphine  gr.  %.  Syntropan  for  menstrual 
pain. 

31, 

Temp. 

992,  Pulse 

100.  Comfortable. 

1,  1940, 

Temp. 

98®,  Pulse 

90.  Codein  for  headache. 

2, 

Temp. 

1002,  Pulse 

112.  Morphine  gr.  %.  Needle  changed  from  left  arm  to  right. 

3, 

Temp. 

984,  Pulse 

88.  Comfortable  except  for  nausea. 

4, 

Temp. 

98®,  Pulse 

90.  Comfortable  except  for  nausea. 

5, 

Temp. 

989,  Pulse 

90.  Comfortable  except  for  pain  in  right  arm. 

6, 

Temp. 

98s,  Pulse 

94.  Comfortable.  Nauseated  and  vomited.  Discontinued  Heparin.  Liver 
extract  discontinued. 

8, 

Temp. 

98s,  Pulse 

100. 

9, 

Temp. 

98®,  Pulse 

96.  Some  joint  pains. 

10, 

Temp. 

98,  Pulse 

90.  HBG  75%. 

11, 

Temp. 

98®,  Pulse 

86.  Complained  of  intense  itching  of  skin. 

12, 

Temp. 

98®,  Pulse 

88.  Comfortable. 

13, 

Temp. 

98s,  Pulse 

102.  Comfortable. 

14, 

Temp. 

99,  Pulse 

94.  Nausea  and  vomiting.  Feels  weak  and  faint.  Sulfapyridine  stopped. 

15, 

Temp. 

98®,  Pulse 

80.  Comfortable.  Sulfanilamide  gr.  LX. 

16, 

Temp. 

99,  Pulse 

102.  Comfortable.  Sulfanilamide  gr.  20. 

17, 

Temp. 

98,  Pulse 

100.  Comfortable.  Sulfanilamide  gr.  20. 

18, 

Temp. 

984,  Pulse 

86.  Comfortable.  Sulfanilamide  discontinued. 

19, 

Temp. 

98®,  Pulse 

120.  Comfortable.  Sore  throat.  Blood  culture  negative. 

20, 

Temp. 

99,  Pulse 

108.  Comfortable.  Has  a little  cold. 

21, 

Temp. 

99,  Pulse 

98.  Comfortable.  Has  a little  cold. 

22, 

Temp. 

99,  Pulse 

80.  Comfortable. 

23, 

Temp. 

992,  Pulse 

84.  Comfortable.  Up  on  headrest. 

24, 

Temp. 

99,  Pulse 

86.  Comfortable. 

25, 

Temp. 

98®,  Pulse 

94.  Some  pain  in  neck. 

26, 

Temp. 

98®,  Pulse 

90.  | Heart  irregular,  systolic  murmur  more  pronounced.  Digitalis 

27, 

Temp. 

98®,  Pulse 

90.  { started. 

28, 

Temp. 

98®,  Pulse 

74.  Heart  improved. 

30, 

Temp. 

982,  Pulse 

94.  Some  nausea. 

31, 

Temp. 

98®,  Pulse 

90.  Digitalis  1 tab.  daily.  Feels  well. 

1, 

Temp. 

98,  Pulse 

90.  Some  pain  in  neck. 

2, 

Temp. 

98,  Pulse 

90.  Comfortable. 

3, 

Temp. 

98®,  Pulse 

84.  Comfortable.  Menses  ended. 

4, 

Temp. 

98®,  Pulse 

88.  Comfortable.  Cevitamic  acid  discontinued. 

5, 

Temp. 

984,  Pulse 

S8.  Comfortable.  Headrest. 

6, 

Temp. 

98,  Pulse 

78.  Comfortable. 

7,  Sent  home. 

26,  She  has  done  well  at  home.  She  has  continued  digitalis,  has  had  no  elevation  of  temperature, 

her  joint  pains  are  very  mild  now,  and  she  is  getting  up  higher  in  bed. 


The  theory  of  Heparin  in  conjunction  with 
Sulfapyridine  is  this : The  culture  of  strepto- 
coccus viridans  grows  on  the  vegetation  of 
the  heart  valves  damaged  by  rheumatic  fever. 
Heparin  reduces  coagulability  of  the  blood 
and  clears  fibrin  from  these  vegetations  re- 
leasing bacteria  into  blood  stream  where  they 
meet  Sulfapyridine. 

This  case  did  not  develop  the  classical  signs 


of  subacute  bacterial  endocarditis,  having  no 
petaehiae,  except  few  under  finger  nails  and 
no  jaundice. 

It  is  recommended  bringing  the  coagula- 
tion time  up  to  one  hour.  The  highest  I could 
bring  this  was  45  minutes.  This  did  not  dis- 
turb her  menses.  Heither  was  the  Sulfapyri- 
dine brought  higher  than  2.6  mgm.  per  100. 
Yet  it  seems  to  have  worked  well  in  this  case. 
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Calcification  of  the  Iliolumbar  Ligament 

By  Henry  G.  Hadley,  M D.,  Washington,  D.  C. 


This  condition  is  not  very  frequent,  and 
the  first  cases  reported  were  by  Howard  P. 
Doub  and  C.  L.  Bowman1.  The  degree  of 
the  calcification  present  varies  from  an  insig- 
nificant spur  to  long  bands.  The  cause  ap- 
pears to  be  associated  with  spondylites  de- 
formans and  arthritic  changes.  Infections 
and  trauma  appear  to  play  a part.  Doub 
believed  that  it  was  a manifestation  of  infec- 
tious arthritis  in  most  cases.  Simons2  con- 
sidered this  condition  to  be  an  anomaly  simi- 
lar to  sacralization.  Although  it  was  found 
in  cases  of  arthritis,  he  thought  they  were 
not  necessarily  related.  Reisner3  considered 
that  trauma  or  infection  produced  an  im- 
pulse which  induced  a hyperplasia  of  the 
periosteum  in  the  reparatory  process. 

This  iliolumbar  ligament  is  an  accessory 
ligament  of  the  sacroiliac  articulation  and  has 
a strong,  flat  fasciculus  of  fibres  originating 
from  the  transverse  processes  of  the  fourth 


and  fifth  lumbar  vertebrae.  One  part  inserts 
into  the  posterior  surface  of  the  crest  of  the 
ilium,  a greater  part  broadens  itself  upon  the 
inner  surface  of  the  iliac  fossa,  and  the  outer 
surface  of  the  later  portion  of  the  sacrum. 
This  ligament  is  also  called  the  ligament  of 
Bertin  after  the  French  anatomist  Excipere 
Joseph  Bertin  (1712  to  1781).  Ossification 
or  calcification  of  this  ligament  has  been 
noted  several  times.4  Doub  considers  this  to 
be  present  as  a factor  in  some  cases  of  lower 
back  pain.  Simon  described  the  form  present 
with  advancing  years  as  an  accessory  symp- 
tom of  arthritis  and  the  complete  form  as  a 
developmental  anomaly. 

This  condition  is  found  more  often  in 
females  who  have  arthritic  tendencies  and 
who  are  in  the  fifth  decade  of  life.  If  ossifica- 
tion is  complete,  there  is  no  pain  with  move- 
ment, but  as  the  movements  of  the  lower 
vertebral  column  are  transmitted  directly  to 
the  pelvis,  there  is  apt  to  be  injury  or  strain 
to  certain  muscle  groups  as  a result. 
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The  President’s  Page 

To  the  Members  of  the  Maine  Medical  Association: 

I am  writing-  as  the  echoes  of  the  88th  annual  session  fade  away.  The 
session  at  Rangeley  passes  into  the  records  and  becomes  a part  of  the 
History  of  the  Maine  Medical  Association  in  which  we  all  take  a just  pride. 
It  was  a pleasant  and  interesting  meeting.  Incidentally  ‘‘that  Bangor  crowd 
knows  how  to  enjoy  itself.”  I would  like  to  elaborate  especially  on  three 
factors.  First,  I want  to  have  every  member  realize  the  hard  work 
accomplished  by  the  Scientific  Committee.  Merrill  S.  F.  Greene  of  Lewis- 
ton, Chairman,  Herbert  C.  Scribner  of  Bangor,  our  Chairman  for  next 
year,  Currier  C.  Weymouth  of  Farmington  and  Mortimer  Warren  of 
Portland  deserve  and  are  hereby  extended  the  thanks  of  all  the  officers  and 
members. 

Secondly,  I would  like  to  inform  the  Association  that  the  House  of 
Delegates  voted  to  accept  the  invitation  from  the  Penobscot  County  Medical 
Society  to  hold  the  Clinical  Session  during  the  autumn  in  Bangor.  The 
addition  to  the  Eastern  Maine  General  has  been  completed  and  the  physi- 
cians of  the  Bangor  area  are  planning  an  instructive  Clinical  meeting. 

Thirdly,  I would  like  to  bespeak  the  interest  of  all  County  Secretaries 
in  arranging  regular  meetings  for  the  coming  year.  I urge  them  to  start 
now  on  plans,  future  commitments  may  be  uncertain  but  uncertain  plans 
are  better  than  no  plans  at  all.  The  strength  of  the  State  Association 
depends  on  good  County  meetings  and  strong  County  Societies. 

The  members  have  elected  a loyal  and  faithful  worker  to  be  President- 
elect, Doctor  Ebbett  can  be  counted  on  at  all  times  to  give  the  Association 
sound  and  instructive  counsel.  The  fifth  district  will  have  Norman  H. 
Nickerson  of  Greenville,  as  Councilor ; an  experienced,  prompt  and  effi- 
cient Secretary  of  his  County  Society  for  many  years  who  will  add  strength 
to  the  Council.  Members  of  the  Council  will  miss  the  provocative,  thought- 
ful and  independent  views  of  Doctor  Bliss  of  Bluehill.  But  he  assured  us  in 
nominating  Oscar  F.  Larson  of  Machias  that  the  Council  is  gaining  an 
active,  alert  worker  and  we  welcome  the  new  Councilors. 

The  future  is  clouded,  no  man  knows  what  danger  the  months  will 
bring,  but  we  know  that  the  practice  of  medicine  must  continue,  our 
hospitals  must  keep  open  and  our  State  Society  must  organize  thoroughly 
and  carry  on. 

Thomas  A.  Foster,  M.  D., 

President  Maine  Medical  Association. 
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“The  Patient's  Dilemma ” 

For  the  past  few  years  medicine  and  medi- 
cal practitioners  have  been  popular  targets 
for  snipers,  in  and  out  of  the  profession, 
regarding  the  high  cost  and  the  inadequacy 
of  medical  care  in  the  United  States.  Curi- 
ously enough,  all  the  paid  parrots  of  this  ilk 
have  presented  to  the  public,  statements  as 
facts  which  are  based  on  inaccuracies  and 
with  a most  remarkable  literary  coincidence 
in  the  source  of  material  on  which  they  base 
their  arguments. 

The  publishers  of  the  book  with  the  above 
title,  by  Hugh  Cabot,  M.  D.,  offer  it  as  a 
“balanced  and  authoritative  discussion’’  as  to 
the  ways  and  means  of  bringing  to  the  neg- 
lected millions  of  our  people  so-called  medi- 
cal security.  If  the  public  and  the  profession 
is  willing  to  admit  that  group  medicine  or  a 
complete  handover  to  the  Federal  govern- 
ment of  the  control  of  the  profession,  is  the 
proper  solution  for  the  “inadequate,  inferior 
and  terribly  expensive  care  that  the  Ameri- 
can people  are  receiving  today,”  further  de- 
bate or  consideration  of  this  problem  is  surely 
superfluous.  One  fact,  however,  stares  the 
desk  pounders  and  radicals  of  all  groups  in 
the  face.  The  barometer  of  the  success  or 
failure  of  medicine  in  the  United  States  is 
reflected  in  our  mortality  and  morbidity  re- 
ports. The  millenium  has  not  been  reached, 
probably  never  will  be  as  long  as  human  be- 
ings are  what  they  are,  but  the  records  of  the 
United  States  show  results  not  equaled  as  a 
whole  by  any  country  and  surpassed  by  none. 
The  public  as  a whole  and  their  elected  and 
appointed  officials  would  render  no  small  ser- 
vice if  the  skepticism  of  organized  medicine 
for  panaceas,  experiments  and  drastic  legis- 
lation proposed  to  cure  certain  economic  ills 
was  regarded  as  being  concerned  for  the  best 
possible  solution  of  the  public  welfare. 

Idle  book  emphasizes  in  no  uncertain  terms 
Cabot’s  low  esteem  of  the  ability  of  the  aver- 
age general  practitioner  to  cope  successfully 
with  the  medical  problems  of  today ; the  im- 
pression is  created  that  the  average  physician 
is  rapacious  and  stupid ; that  fee  splitting  is 
the  rule  rather  than  the  exception  and  that 


medicine  can  claim  little  or  no  credit  for  the 
good  health  of  the  people  they  serve.  In 
print,  as  he  has  in  public  utterances,  he  con- 
demns as  obstinate  and  stupid  the  attitude  of 
the  American  Medical  Association  in  refus- 
ing to  depart  from  the  methods  and  pro- 
cedures that  has  brought  American  Medicine 
to  the  position  it  occupies  today  and  while 
admitting  that  the  Journal  of  the  Associa- 
tion is  of  a high  standard  as  regards  scientific 
material  he  regards  its  editorial  policy  as  in- 
ferior and  controlled  and  dominated  by  a 
man  capable  of  interpreting  facts  to  suit  his 
own  purpose. 

The  comments  of  a very  intelligent  layman 
who  read  the  book  were  quite  illuminating, 
lie  felt  that  if  the  author  had  the  purpose  in 
mind  of  absolutely  slandering  his  own  pro- 
fession he  certainly  did  a good  job  but  that 
whatever  merits  the  book  may  have  in  point- 
ing out  defects  in  the  American  system  of 
medical  care  was  nullified  by  the  obvious  bias 
and  prejudice  which  would  certainly  go  far 
to  create  suspicion  against  physicians  as  a 
whole  and  to  destroy  confidence  in  a profes- 
sion that  enters  deeply  into  the  lives  of  all. 
Verbal  distortions  are  regarded  by  some  com- 
petent to  judge  as  a frequent  symptom  of 
mental  illness.  The  assumption  by  the  pub- 
lishers that  the  author  is  the  embodiment  of 
wisdom  and  incapable  of  being  in  error  has 
certainly  few  sustaining  facts  to  warrant 
such  an  illusion. 


Progress  in  Cancer  Control 

Cancer  control  work  in  the  Commonwealth 
of  Massachusetts  is  under  the  charge  of  the 
Division  of  Adult  Hygiene  of  the  Massachu- 
setts Department  of  Public  Health  and  the 
following  statements  from  an  editorial  in 
The  New  England  Journal  of  Medicine,  Vol. 
22,  Ho.  17,  bears  witness  to  the  fact  that  edu- 
cation in  cancer  control  is  worthy  of  the 
effort  and  money  expended  in  all  ways. 
“Again,  Massachusetts  has  the  proud  distinc- 
tion of  being  the  only  state  in  the  Union,  in- 
deed the  only  place  in  the  world,  which  had  a 
falling  death  rate  in  women.  There  was  also 
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a slight  drop  in  the  rate  of  men. — The  Massa- 
chusetts Medical  Society  may  well  congratu- 
late itself  on  the  work  that  has  been  done  in 
furthering  the  diagnosis  and  treatment  of 
cancer.  But  it  must  not  regard  its  responsi- 
bility in  any  way  lessened  but  rather  height- 
ened, by  the  fact  that  apparently  this  par- 
ticular enemy  of  mankind  is  in  grudging 
retreat.” 

Xot  only  was  there  an  increase  in  1930 
of  patients  at  the  cancer  clinics  over  previous 
years,  but  what  is  even  more  assuring  that 
education  and  further  effort  should  encourage 
all  workers  in  this  field,  is  that  some  22.4  per 
cent  of  the  patients  went  to  their  physicians 
within  a month  of  the  first  detection  of  symp- 
toms of  the  disease.  An  all-time  record  this 
surely  is  and  reflects  in  no  small  manner  on 
the  wonderful  work  that  must  have  been  done 
to  obtain  this  accomplishment.  Every  worker 
on  the  subject  of  cancer  knows  full  well  that 
delay  is  a factor  of  the  utmost  importance  to 
overcome.  Delay  in  consulting  a physician 
and  delay  in  the  institution  of  treatment. 
When  any  State  can  report  such  a large  per- 
centage of  patients  seeking  an  intelligent 
answer  to  their  fears,  justified  or  not,  within 


30  days,  it  can  well  indeed  be  proud  of  the 
work  it  has  done. 

It  is  very  gratifying  to  be  able  to  report 
that  in  Maine  of  the  number  of  patients  com- 
ing to  the  clinics  a greater  proportion  are 
also  coming  early  and  it  is  also  the  same  ex- 
perience with  private  practitioners  with  the 
result  that  the  number  of  cases  capable  of 
being  relieved  is  increasing.  The  assistance 
of  the  Women’s  Field  Army,  in  its  State- 
wide educational  efforts  is  doing  a most  im- 
portant work  in  preventing  those  with  early 
cancer  from  joining  the  tragic  ranks  of  the 
incurables  and  through  the  Scannell  Me- 
morial Fund  has  made  possible  the  treatment 
of  appropriate  cases  by  X-ray  and  radium  to 
many  unable  to  assume  the  burden  themselves 
of  the  most  expensive  and  essential  items  in 
cancer  control.  Perhaps  if  the  public  could 
know,  and  it  should,  of  the  wonderful  work 
done  in  many  States  in  cancer  education  and 
treatment  it  would  realize  that  the  captious 
critics  who  regard  the  entire  profession  as 
legitimate  prey  for  their  impugnments  in 
books,  on  the  screen  and  speaking  stage  might 
be  considered  as  biased  and  absolutely  unfair. 


Robert  R.  Linton — Continued  from  page  199 


within  a week  or  ten  days,  while  the  patient 
is  lying  in  bed.  When  they  get  up  there  is 
a definite  amount  of  edema,  which  can  be 
controlled  by  a bandage  or  elastic  stocking. 
This  persists  for  two  or  three  months  and 
then  gradually  disappears.  In  some  cases  we 
have  used  heparin,  but  at  present  it  is  still 
expensive  and  in  one  or  two  cases,  although 
the  heparin  stopped  the  formation  of  pul- 
monary infarct,  the  patient  immediately  de- 
veloped more  of  them  when  the  heparin  was 
stopped.  In  these  cases  ligation  of  the  fem- 
oral vein  was  resorted  to,  with  excellent  re- 
sults and  the  patients  were  discharged  from 
the  hospital  about  two  weeks  following  the 
ligation.  In  conclusion,  ligation  of  the  fem- 
oral vein  in  deep  phlebitis,  I think  should  be 
reserved  for  cases  in  which  there  has  been  a 


warning  pulmonary  embolus.  As  Ave  have 
more  experiences,  Ave  may  find  that  Ave  can 
detect  Avliich  cases  are  going  to  have  pul- 
monary emboli  and  separate  them  from  those 
which  are  safe  and  do  not  need  to  have  a 
ligation. 

Summary.  A discussion  of  the  subject  of 
varicose  veins  lias  been  Mvem  This  included 

o 

the  anatomy,  pathology,  etiology  and  treat- 
ment of  varicose  veins  and  varicose  ulcers, 
both  simple  and  postphlebitic  types.  Super- 
ficial and  deep  phlebitis  is  also  discussed. 

1.  Faxon,  Henry  H.  End  Results  in  the  Injec- 
tion Treatment  of  Varicose  Veins.  Neio  England 
Journal  of  Medicine,  208:357,  1933. 

2.  Linton,  Robert  R.  The  Communicating  Veins 
of  the  Lower  Leg  and  the  Operative  Technic  for 
Their  Ligation.  Annals  of  Surgery,  107:582,  1938. 
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P.  L.  B.  Ebbett,  M.  D. 


The  President-elect 


The  past  few  years  have  been  aptly  charac- 
terized as  the  persecution  period  of  medicine 
and  the  end  is  not  yet.  The  men  who  have 
served  ns  during  these  trying  times  deserve 
and  have  our  hearty  thanks  and  appreciation. 
What  changes  medicine  faces  in  the  days  to 
come  no  one  can  tell ; no  one  can  predicate. 
Those  who  have  led  us  in  the  past  have  been 
men  who  honored  their  profession  and  their 
profession  gladly  honored  them.  Your  presi- 
dent-elect, Dr.  P.  L.  B.  Ebbett,  brings  to  the 
office  not  only  unquestioned  loyalty  to  the 
aims  and  ideals  of  medicine  but  many  years 
of  unstinted  service  in  behalf  of  his  county 
society  and  the  parent  State  association.  A 
long  service  on  the  Council,  the  last  year  as 


its  chairman,  he  can  also  look  on  many  years 
of  hard  and  active  practice  with  a resulting 
sympathy  and  understanding  of  the  many 
perplexing  problems  that  face  us  today. 

Yo  executive  officer  of  this,  or  any  other 
medical  association,  can  carry  on  with  suc- 
cess without  the  hearty  and  loyal  support  of 
the  members  at  large  and  his  official  family. 
As  we  turn  to  our  president  and  president- 
elect for  leadership  and  devotion  to  their 
many  difficult  tasks  they  must  be  able  to  look 
with  confidence  to  every  member  of  the  asso- 
ciation lending  all  possible  aid.  The  Aroos- 
took County  Medical  Society  acknowledges 
the  merited  honor  paid  one  of  its  most 
esteemed  and  faithful  members. 
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Nominating  Committee  Report 

The  Nominating  Committee,  composed  of  Drs.  E.  H.  Drake,  Port- 
land, Chairman,  H.  M.  Howard,  Romford,  L-  D.  Herring,  Winthrop, 
Gilmore  Sonle,  Rockland,  M.  A.  Torrey,  Ellsworth,  and  H.  C.  Knowlton, 
Bangor,  made  the  following  report  at  the  Second  Meeting  of  the  House  of 
Delegates,  June  24,  1940,  at  Rangeley  Lakes,  Maine. 


Standing  Committees 


Scientific  Committee 

Herbert  C.  Scribner,  Bangor,  Chairman. 
Currier  C.  Weymouth,  Farmington. 
Eugene  E.  O’Donnell,  Portland. 

Leroy  H.  Smith,  Winterport. 

Medical  Advisory  Committee 

Carl  M.  Robinson,  Portland,  Chairman. 
Allan  Woodcock,  Bangor. 

Stephen  A.  Cobb,  Sanford. 

Willard  H.  Bunker,  Calais. 

C.  Harold  Jameson,  Rockland. 

Frank  H.  Jackson,  Houlton. 

Forrest  B.  Ames,  Bangor. 

The  Secretary,  ex-officio. 

Committee  on  Medical  Education  and 
Hospitals 

Adam  P.  Leighton,  Portland,  Chairman. 
Charles  D.  North,  Rockland. 


Public  Relations  Committee 

Warren  E.  Ivershner,  Bath,  Chairman. 
Frederick  T.  Hill,  Waterville. 

Henry  C.  Knowlton,  Bangor. 

Charles  W.  Ivinghorn,  Kittery. 

William  A.  Ellingwood,  Rockland. 

Committee  on  Social  Hygiene 

Benjamin  B.  Foster,  Portland,  Chairman. 
Earl  S.  Merrill,  Bangor. 

Charles  B.  Popplestone,  Rockland. 

Cancer  C ommittee 

Mortimer  Warren,  Portland.  Chairman. 
Magnus  Ridlon,  Bangor. 

Edward  H.  Risley,  Waterville. 

William  Holt,  Portland. 

Bertrand  A.  Beliveau,  Lewiston. 

Publicity  C ommittee 

Thomas  A.  Foster,  Portland,  Chairman. 
The  Secretary,  ex-officio. 
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William  R.  L.  Hathaway, M.D., 

1877-1940 


Doctor  W.  R.  L.  Hathaway,  62,  practicing  physi- 
cian in  the  town  of  Milo,  Maine,  for  34  years, 
passed  away  May  26,  1940,  following  a brief  illness. 
Doctor  Hathaway  was  born  in  Garland,  Maine, 
December  25,  1877;  graduated  from  the  Garland 
High  School,  Higgins  Classical  Institute,  and 
Bowdoin  Medical  College,  and  in  later  years  took 
several  Postgraduate  Courses  in  Boston,  Massachu- 
setts. He  practiced  in  Garland  for  four  years  then 
moved  to  Milo,  where  he  practiced  continuously 
up  to  the  time  of  his  death.  In  1898  he  married 
Ida  M.  Snell  of  Garland,  who  survives  him.  The 
only  near  relative  surviving  him  is  an  uncle,  Rev. 
Henry  Hathaway  of  North  Berwick. 

Doctor  Hathaway  was  prominent  in  all  phases 
of  civic  life.  For  several  years  he  served  as  a 
member  of  the  School  Board  of  Milo  and  also 
served  as  School  Physician.  He  had  served  in  the 
Maine  House  of  Representatives  for  three  terms 
and  in  the  State  Senate  for  two  terms.  He  was  a 
member  of  Exeter  Lodge,  F.  & A.  M.,  and  of  Anah 
Temple,  Ancient  Order  of  the  Mystic  Shrine;  a 
member  of  the  Macabees,  the  Lions  Club  of  Milo, 
and  for  many  years  a member  of  the  Sewall  Club 
of  Augusta;  he  was  an  honorary  member  of  the 
Milo  Fire  Department  and  a member  of  the  Pis- 
cataquis County  and  Maine  Medical  Associations. 

Doctor  Hathaway  was  interested  in  sports  of  all 


kinds,  baseball  and  football  being  his  major  inter- 
ests with  basketball  and  boxing  next. 

The  funeral  services  were  held  May  28  at  his 
late  residence  on  Elm  Street,  Milo,  and  were  very 
largely  attended.  There  was  a beautiful  display  of 
flowers,  mute  evidence  of  the  high  esteem  in 
which  Doctor  Hathaway  was  held,  not  only  by  citi- 
zens of  his  own  town  which  he  has  served  so  faith- 
fully for  the  past  34  years,  but  by  friends  through- 
out the  State. 

Governor  Lewis  O.  Barrows  was  represented  by 
Orman  B.  Fernandez  of  Old  Town,  member  of  the 
Governor’s  Council.  State  Highway  Police  was 
represented  by  Sergeant  Francis  J.  McCabe  and 
other  members. 

The  honorary  bearers  were  J.  W.  Thompson, 
M.  D.,  of  Bangor,  H.  C.  Bundy,  M.  D.,  A.  M.  Carde, 
M.  D.,  and  N.  H.  Crosby,  M.  D.,  all  of  Milo,  Martin 
L.  Durgin,  W.  S.  Owen,  Louis  Villani,  Walter  Day, 
and  George  Weston,  all  of  Milo.  The  active 
bearers  were  Senator  Francis  Friend  of  Skowhe- 
gan,  Representatives  Arthur  L.  Peakes  of  Milo  and 
Joseph  W.  Davis  of  Brownville,  Aaron  Day,  M.  C. 
Horne,  and  George  McKusick  of  Milo. 

Doctor  Hathaway  will  be  remembered  as  a 
staunch  friend,  an  excellent  physician,  and  a most 
highly  esteemed  citizen  of  Milo,  and  his  death  will 
be  mourned  by  the  entire  community. 
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Aroostook 

The  Aroostook  County  Medical  Society  held  its 
annual  meeting'  at  the  Northland  Hotel,  in  Houl- 
ton,  on  the  evening  of  June  13.  In  the  absence  of 
both  the  President,  and  the  Vice-President,  the 
Secretary-Treasurer  presided  at  the  meeting.  An 
interesting  business  meeting  took  place  immedi- 
ately after  a lobster  supper.  The  society  voted  to 
oppose  cooperation  of  its  members  in  connection 
with  the  Well  Child  Conferences  as  now  sponsored 
and  conducted  by  the  State  Bureau  of  Health  and 
Welfare,  and  reiterated  its  stand  of  last  year  to 
oppose  the  Farm  Security  Administration  Medical 
Care  Program  as  heretofore  presented  to  the  So- 
ciety, and  elected  the  following  officers: 

President:  Arthur  T.  Whitney,  Houlton. 

Vice-President:  H.  E.  Small,  Fort  Fairfield. 

Secretary-Treasurer:  T.  G.  Harvey,  Mars  Hill. 

Delegates  to  Maine  Medical  Association  annual 
meeting:  William  Kirk,  Eagle  Lake;  H.  E.  Small, 
Fort  Fairfield. 

Alternates:  A.  B.  Hagerthy,  Ashland;  Oscar 

Norell,  Caribou. 

Board  of  Censors:  Frederick  Gregory,  Caribou; 
H.  C.  Kimball,  Fort  Fairfield;  P.  L.  B.  Ebbett, 
Houlton. 

The  Medical  program  consisted  of  a talk  by  Wil- 
fred Comean  of  Bangor  on  Cardiac  Drugs — Their 
Use  and  Abuse,  and  four  reels  of  moving  pictures 
about  the  source  of  Crude  Curare  in  the  upper 
reaches  of  the  Amazon  River  in  South  America 
(Gill-Merrill  expedition)  and  the  use  of  refined 
Curare  as  an  adjunct  to  metrazol  shock  therapy  in 
various  psychotic  states  and  a relaxant  drug  for 
use  in  spastic  diseases.  The  moving  pictures  were 
shown  through  the  courtesy  of  Dr.  Brown  of 
Presque  Isle  and  were  commented  on  by  Mrs.  Gill, 
wife  of  one  of  the  leading  expedition  members. 

A lively  discussion  of  each  part  of  the  program 
ensued  before  adjournment. 

T.  G.  Harvey,  Secretary. 


Oxford 

A regular  meeting  of  the  Oxford  County  Medical 
Society  was  held  at  Bethel  Inn,  Bethel,  Maine, 
Wednesday,  May  29,  1940. 


After  the  usual  business  session,  Dr.  George  L. 
Pratt  of  Farmington,  Maine,  President  of  the 
Maine  Medical  Association,  spoke  on  Organization 
Affairs. 

After  a fine  banquet  the  speaker  of  the  evening, 
Dr.  H.  Eugene  Macdonald  of  Portland,  took  for  his 
subject  Head  Injuries,  which  was  most  instructive 
and  interesting,  and  was  discussed  by  several 
physicians. 

J.  S.  Sturtevant,  Secretary. 


Penobscot 

The  regular  meeting  of  the  Penobscot  County 
Medical  Association  was  held  Tuesday,  May  21, 
1940,  at  the  Bangor  House,  Bangor,  Maine.  Resolu- 
tions on  the  death  of  Bertram  Lewis  Bryant  were 
adopted  by  the  Association. 

William  M.  Shedden,  M.  D.,  Chief  of  the  Tumor 
Clinic  at  the  Boston  Dispensary,  spoke  on  Intesti- 
nal Obstruction. 


Piscataquis 

A meeting  of  the  Piscataquis  County  Medical 
Association  was  held  at  the  Braeburn  Hotel  in 
Guilford,  May  24. 

It  was  voted  that  we  again  hold  a special  meet- 
ing at  Moosehead  Lake  this  summer  to  which  we 
should  invite  all  neighboring  County  Associations. 

Neil  Swinton,  M.  D.,  of  Boston,  gave  a most  in- 
teresting and  instructive  talk  on  Diseases  of  the 
Rectum  and  Anus.  This  was  illustrated  by  lantern 
slides. 

N.  H.  Nickerson,  Secretary. 


Change  of  Address 

Kennebec 

Matthew  T.  Moorehead,  M.  D. 

From  Goodrich  Medical  School,  University  of 
Pennsylvania,  Philadelphia,  Pennsylvania 
To  U.  S.  Veterans  Hospital,  Togus,  Maine. 


Notices 


Venereal  Disease  Clinics 

For  the  information  of  physicians  wishing  to 
refer  cases  of  venereal  disease  for  treatment,  the 
State  Bureau  of  Health  announces  that  such  facili- 
ties are  available  in  the  following  locations: 

Augusta,  Bangor,  Bath,  Belfast,  Biddeford,  Bing- 
ham, Calais,  Danforth,  Eastport,  Ellsworth,  Grand 
Isle,  Guilford,  Houlton,  Island  Falls,  Lewiston, 
Millinocket,  Old  Town,  Portland,  Presque  Isle, 
Rockland,  Rumford,  Sanford,  Waterville,  Wilton, 
Winthrop. 

Any  physician  wishing  to  refer  a case  may 
obtain  the  name  of  the  clinic  physician,  in  the 
town  where  the  patient  is  to  receive  treatment,  on 


request  to  the  Director,  State  Bureau  of  Health, 
Augusta,  Maine. 


American  Congress  of  Physical  Therapy 

The  19tli  annual  scientific  and  clinical  session  of 
the  American  Congress  of  Physical  Therapy  will 
be  held  September  2,  3,  4,  5 and  6,  1940,  at  the 
Hotel  Statler,  Cleveland,  Ohio. 

For  information  concerning  the  seminar  and 
preliminary  program  of  the  convention  proper,  ad- 
dress American  Congress  of  Physical  Therapy,  30 
North  Michigan  Avenue,  Chicago. 
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“W orkbook  in  Elementary  Diagnosis — For 
Teaching  Clinical  History  Recording 
and  Physical  Diagnosis ” 

By  Logan  Clendening,  M.  D.,  Professor  of  Clinical 
Medicine,  University  of  Kansas. 

Illustrated. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1938.  Price,  $1.50. 

This  book  represents  an  attempt  on  the  part  of 
the  author  to  create  what  might  be  called  a shop 
manual  for  the  medical  student  to  be  used  during 
his  clinical  years.  The  clinic  is  looked  at  as  a 
laboratory.  In  the  laboratory  the  experiments  are 
carried  out  according  to  definite  instructions.  This 
principle  is  here  carried  into  the  field  of  elemen- 
tary physical  diagnosis.  The  brief  forms  for  his- 
tory taking  are  expected  to  establish  the  correct 
habit  of  performing  complete  routine  physical  ex- 
aminations. The  diagnostic  characteristics  of  cer- 
tain findings,  such  as  Corrigan’s  Pulse,  Duroziez’s 
Sign,  Raynaud’s  Disease,  Buerger’s  Disease,  Babin- 
ski’s  Reflex  and  many  others,  are  presented  by 
means  of  the  originally  published  descriptions  by 
their  respective  authors.  The  names  of  the  publi- 
cations and  the  dates  of  their  appearance  are  given 
in  most  instances. 


“ Synopsis  of  Pediatrics’ ’ 

By:  John  Zahorsky,  A.  B.,  M.  D.,  F.  A.  C.  P.,  Pro- 
fessor of  Pediatrics  and  Director  of  the  De- 
partment of  Pediatrics,  St.  Louis  University 
School  of  Medicine;  and  Pediatrician-in-Chief 
to  the  St.  Mary’s  Group  of  Hospitals.  Assist- 
ed by  T.  S.  Zahorsky,  B.  S.,  M.  D.,  Instructor 
in  Pediatrics,  St.  Louis  University  School  of 
Medicine;  and  Assistant  Pediatrician  to  the 
St.  Mary’s  Group  of  Hospitals.  Third  Edition. 

Published  by  C.  V.  Mosby  Company,  St.  Louis, 
1939.  Price,  $4.00. 

This  edition  has  experienced  revisions  and  addi- 
tions to  a considerable  extent  conformative  to 
recent  modifications  of  the  medical  literature  on 
pediatrics.  The  newer  drugs  have  been  included 
wherever  these  have  been  found  to  have  been 
sufficiently  tried  to  make  their  employment  rea- 
sonably safe  and  promise  good  results.  The  tone 
of  this  text  is  rather  conservative  in  nature  and 
tends  to  tolerate  the  practice  of  old-fashioned  re- 
liable methods  of  copping  with  children’s  diseases. 
To  adjust  medical  service  to  a child’s  home  condi- 
tions is  perhaps  not  the  easiest  way  to  practice 


pediatrics  but  in  the  long  run  it  is  probably  the 
more  satisfactory  way  to  medically  control  health 
and  welfare  in  the  home. 


“Psycliopathia  Sexualis — A Medico- 
Forensic  Study” 

By:  Richard  von  Krafft-Ebing,  M.  D.,  Professor 
of  Psychiatry  and  Nervous  Diseases,  Univers- 
ity of  Vienna.  Only  authorized  English  Adap- 
tation of  the  Last  German  Edition  Revised  by 
Krafft-Ebing.  With  Introduction  and  Supple- 
ment by  Victor  Robinson,  M.  D.,  Professor  of 
History  of  Medicine,  Temple  University 
School  of  Medicine. 

Published  by  Pioneer  Publications,  Inc.,  New  York, 
1939.  Price,  $3.00. 

This  is  a reprint  of  the  twelfth  edition  in  com 
memoration  of  the  birth  of  Dr.  Krafft-Ebing  (1840- 
1902).  The  author  of  the  Introduction  and  the 
Supplement,  who  was  born  in  the  year  of  “Psy- 
chopathia  Sexualis’”  first  publication  (1886) 
deems  it  a great  honor  to  promote  this  newest 
republication.  “There  is  no  longer  Vienna,”  he 
writes,  “but  among  the  monuments  bequeathed 
to  science  by  the  Viennese  teachers,  the  Psycho- 
pathia  Sexualis  of  Krafft-Ebing  will  not  be  for- 
gotten.” The  present  make-up  is  more  pleasing 
than  previous  ones.  By  employing  a better  grade 
paper  and  a larger  format  the  type  used  in  the 
Redman  edition  makes  a good  impression. 


“ Tumors  of  the  Hands  and  Feet” 

Edited  by  George  T.  Pack,  B.  S.,  M.  D.,  F.  A.  C.  S., 
New  York,  N.  Y.  Assistant  Clinical  Professor 
of  Surgery,  Yale  University  School  of  Medi- 
cine and  Cornell  University  College  of  Medi- 
cine; Attending  Surgeon,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1939.  Price,  $3.00. 

This  small  volume  represents  a reprint  of  ar- 
ticles originally  printed  in  “Surgery,”  January, 
1939,  and  are  here  re-issued  in  book  form  as  a 
symposium  on  neoplastic  diseases  as  they  invade 
the  hands  and  the  feet.  New  growths  are  usually 
most  readily  observed  on  exposed  surfaces  such  as 
the  hands  and  the  face  but  due  to  impediment  of 
function  caused  by  them,  those  of  the  hands  and 
feet  demand  earliest  attention.  In  this  thin  volume 
most  of  the  usually  occurring  types  are  described 
and  the  currently  recommended  methods  of  treat- 
ment are  suggested. 


DEPENDABLE  PRODUCTS  ht  PHYSICIANS 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals  . . . Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 

Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled.  Write  for  general 
price  list.  Chemists  to  the  Medical  Profession 

THE  ZEMMER  CO.,  Oakland  Station,  Pittsburgh,  Pa. 


Volume  XXX/,  No.  7 


Book  Reviews 


211 


“ Injection  Treatment ” 

INJECTION  TREATMENT  of  Hernia,  Hydrocele, 
Ganglion,  Hemorrhoids,  Prostate  Gland,  Angioma, 
Varicocele,  Varicose  Veins,  Bursae  and  Joints. 

By:  Penn  Riddle,  B.  S.,  M.  D.,  F.  A.  C.  S.,  Assist- 
ant Professor  of  Clinical  and  Operative  Sur- 
gery, Baylor  University  College  of  Medicine; 
Director  of  the  Varicose  Vein  Clinic,  Park- 
land Hospital,  Dallas,  Texas, 
with  153  illustrations. 

Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $5.50. 

In  spite  of  the  fact  that  treatment  by  the  injec- 
tion of  sclerotizing  fluids  has  persistently  been 
rejected  by  many  reputable  physicians,  many  pa- 
tients equally  persistently  insisted  that  this  meth- 
od of  therapy  should  receive  preference  to  surgical 
intervention  in  their  own  individual  case  and  ail- 
ment. Consequently  it  became  necessary  for  the 
medical  profession  to  perfect  old  methods  and  in- 
vent new  ones  in  order  to  better  serve  their  clien- 
tele. 

Several  books  on  the  subject  of  injection  treat- 
ment are  in  circulation,  some  of  which  have  at- 
tained a fair  degree  of  circulation.  The  volume 
under  review  presents  several  excellent  features: 
It  is  comprehensive  in  that  it  covers  the  entire  field 
in  which  this  form  of  treatment  is  applicable;  it  is 
all-inclusive  in  that  the  structures  under  treatment 
are  presented  in  their  anatomic,  physiologic,  patho- 
logic, and  therapeutic  peculiarities  and  relation- 
ships; it  is  authoritative  in  that  all  work  described 
therein  rests  on  successful  performance  of  the  tech- 
nique employed;  it  is  reliable  in  that  it  points  out 
specific  indications  and  contraindications;  it  is 
timely  in  that  it  supplies  the  physician  with  expert 
advice  to  perform  successfully  the  injection  treat- 
ment on  selected  cases. 


“ Handbook  of  Orthopaedic  Surgery” 

By:  Alfred  Rives  Shands,  Jr.,  B.  A.,  M.  D.,  Medi- 
cal Director  of  the  Nemours  Foundation, 
Wilmington,  Delaware;  Associate  Professor 
of  Surgery  in  Charge  of  Orthopaedic  Surgery, 
Duke  University  School  of  Medicine,  Dur- 
ham, North  Carolina  (on  leave  of  absence). 

In  Collaboration  with  Riebard  Beverly  Raney,  B. 
A.,  M.  D.,  Associate  in  Orthopaedic  Surgery, 
Duke  University  School  of  Medicine. 

Illustrated  by:  Jack  Bonacker  Wilson. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 

1940.  Price,  $4.25. 


Only  three  years  after  the  appearance  of  the  first 
edition  of  this  helpful  and  inexpensive  Handbook, 
it  has  become  necessary  to  issue  a second  edition. 
Much  of  the  previously  presented  material  has 
been  removed  and  replaced  by  the  latest  obtain- 
able information  concerning  therapeutic  measures 
available  at  the  present  time.  The  bibliography, 
sixty-three  pages  of  it,  selected  from  medical  litera- 
ture written  in  the  English  language,  has  been 
completed  up  to  July,  1939.  There  are  154  illustra- 
tions, all  of  which  have  been  drawn  by  the  hand  of 
Mr.  Wilson  with  special  emphasis  to  the  site  of 
pathology  under  discussion.  This  new  edition  of 
the  Handbook  of  Orthopaedic  Surgery  should  prove 
to  be  a welcome  addition  to  the  library  of  the 
medical  student  and  the  general  practitioner  inter- 
ested in  the  re-establishment  of  function  due  to 
pathology  of  the  long  bones  and  tissues  associated 
with  them. 


“Clinical  Roentgenology  of  the  Alimentary 
T ract” 

By:  Jacob  Buckstein,  M.  D.,  Visiting  Roentgen- 
ologist (Alimentary  Tract  Division),  Belle- 
vue Hospital,  New  York  City;  Consultant  in 
Gastro-Enterology,  Central  Islip  Hospital, 
with  525  Original  Illustrations. 

Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $8.75. 

Roentgenography  and  the  correct  interpretation 
of  roentgenograms  has  become  a definite  necessity 
in  many  branches  of  specialized  medical  practice. 
The  author  of  this  book  shows  in  more  than  five 
hundred  well  selected  illustrations  clearly  typical 
roentgenologic  demonstration  of  pathologic  lesions 
of,  in,  and  near  the  human  gastro-intestinal  tract. 
The  text  which  accompanies  and  describes  these 
illustrations  is  arranged  systematically,  a chapter 
being  devoted  to  every  organ  or  section  of  the 
gastro-intestinal  tract.  Nearly  every  chapter  is 
roughly  subdivided  into  anatomic  considerations 
of  the  normal  organ;  technic  of  roentgenographic 
examinations;  roentgen  diagnostic  characteristics, 
and  typical  illustrative  case  reports. 

The  writer  of  this  book  has  selected  the  best  ma- 
terial from  his  twenty  years’  practical  medical 
roentgenography.  He  has  tried  to  keep  in  constant 
view  the  needs  of  the  specialists  in  the  field,  the 
roentgenologist,  the  gastro-enterologist,  the  intern- 
ist and  the  surgeon.  In  addition  the  needs  of  the 
general  practitioners  in  private  practice  are  well 
cared  for.  The  teaching  value  of  the  text  is  of  a 
high  quality. 
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“ The  Com  pie  at  Pediatrician ” 

Practical,  Diagnostic,  Therapeutic  and  Preventive 
Pediatrics 

Third  Edition. 

For  the  Use  of  Medical  Students,  Interns,  General 
Practitioners,  and  Pediatrists. 

By:  Wilburt  C.  Davison,  M.  A.,  D.  Sc.,  M.  D., 
Professor  of  Pediatrics,  Duke  University 
School  of  Medicine,  and  Pediatrist,  Duke 
University.  Formerly  Acting  Pediatrician 
in  Charge,  The  Johns  Hopkins  Hospital. 

Published  in  Durham,  N.  C.  Printed  by  Seeman 
Printery  for  Duke  University  Press,  1940.  Price, 
$4.00. 

The  author  expresses  surprise  at  the  complete 
sell-out  of  the  second  edition.  He  suspects  that 
curiosity  was  chiefly  responsible.  In  order  to  con- 
vince himself  whether  there  might  be  some  other 
reasons,  he  presents  this  greatly  enlarged  and  still 
more  compleated  “Compleat  Pediatrician.”  In 
order  to  satisfy  his  own  curiosity,  he  read  3,700 
articles  dealing  with  pediatric  problems  as  con- 
tained in  recent  acquisitions  to  the  medical  litera- 
ture. What  he  found  was  enough  to  cause  him  to 
change  10,000  lines  in  his  new  third  edition.  Now 
curiosity  leads  to  the  search  for  new  knowledge 
and  the  search  for  it  leads  to  the  finding  of  it.  For 
a small  price  every  graduate  of  medicine  can  sat- 
isfy his  curiosity  in  matters  of  pediatrics  by  the 
purchase  of  a copy  of  “The  Compleat  Pediatrician,” 
third  edition.  This  is  still  the  most  unique,  the 
most  complete  encyclopedic  source  of  information 
in  one  volume  in  existence  so  far  as  this  reviewer 
knows.  The  knowledge  accumulated  here  is  tho- 
roughly reliable  and  practicable. 


“Introduction  to  Medicine” 

By:  Don  C.  Sutton,  M.  S.,  M.  D.,  Associate  Pro- 
fessor of  Medicine,  Northwestern  University 
School  of  Medicine;  Attending  Physician, 
Medical  Division  of  the  Cook  County  Hos- 
pital; Chief  of  the  Cardiac  Clinic,  Cook 
County  Hospital,  Chicago;  Attending  Phy- 
sician, Evanston  Hospital. 

With  Introduction  by  Ada  Belle  McCleery,  R.  N., 
Superintendent  Evanston  Hospital,  Evanston, 
Illinois, 

with  144  Text  Illustrations  and  14  Color  Plates. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $3.25. 

This  is  a textbook  of  medicine  written  for  the 
student  nurse.  The  author’s  plan  was  to  present, 
with  a minimum  of  wordiness  a maximum  of 
medical  importance,  information  of  the  kind  which 
a practicing  nurse  requires  in  her  every-day  prac- 
tice. Full  recognition  is  taken  of  the  fact  that  a 
medical  textbook  for  nurses  must  be  of  a composi- 
tion commensurate  to  her  preliminary  training  as 
well  as  to  the  needs  of  her  duties.  Information 
of  a nature  required  by  the  medical  student,  when 
presented  to  student  nurses  tends  to  produce  a 
clouding  of  the  nurse’s  field  of  action  or  fails  to 
impress  the  nurse’s  nervous  system  appropriately. 
Symptoms,  diagnosis,  treatment,  description  of 
pathology,  laboratory  requirements  and  disease 
entities  are  presented  with  a minimum  of  detail. 
Dogmatic  adherence  to  any  one  doctor’s  state- 
ments of  facts  is  not  encouraged  but  the  necessity 
to  the  adherence  to  well  established  principles  is 
frequently  stressed. 
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The  Surgical  Treatment  of  Varicose  Veins * 

By  James  M.  Parker,  M.  D.,  Portland,  Maine 


“This  is  a case  in  which  there  is  no  ques- 
tion about  the  patient’s  life  or  death  and  I 
think  it  very  probable  that  many  of  you  may 
pass  by  the  bedside  of  such  a patient  with- 
out thinking  it  worthy  of  attention.  — Al- 
though the  patient  will  not  probably  die  of 
the  disease,  yet  without  great  care,  it  may 
render  her  miserable.”  So  wrote  Sir  Ben- 
jamin Brodie  in  1846.1 

The  history  of  the  treatment  of  varicose 
veins  by  excision,  ligation,  injection  and  all 
these  methods  combined  has  been  replete 
with  reports  of  glowing  successes  and  equally 
dismal  failures.  It  is  of  some  interest  that 
up  until  the  last  two  decades  the  incidence 
of  failures  has  been  proportional  to  the  ade- 
quacy of  the  individual  worker’s  follow-up. 

In  1877,  Schede  made  one  of  the  first 
attempts  to  apply  anatomical  and  physiologi- 
cal principles  by  ligating  the  saphenous  vein 
low  in  the  thigh2  either  by  open  operation  or 
percutaneous  ligation.  Madelung  in  18812 
introduced  a formidable  procedure  for  extir- 
pation of  the  saphenous  vein  and  its  varicose 
radicles  through  a long  incision  on  the  thigh 
and  leg ; a procedure  that  was  sound  in  theory 
but  prohibitive  in  magnitude.  Although 

* Read  at  a meeting  of  the  Portland  Medical 


Tavel  in  1904  first  used  ligation  and  injec- 
tion treatment2  with  an  intervening  period 
Shiassi2  deserves  the  credit  for  combining 
the  two  at  one  sitting.  Viewing  the  then 
current  chaos  surrounding  this  subject  John 
Homans  began  his  paper  in  1916.  “Varicose 
veins  and  their  attendant  ulcers  have  been 
offering  and  may  continue  to  offer  a fruitful 
field  for  surgical  failure.”3  In  that  paper  he 
emphasized  the  advisability  of  ligating  the 
internal  saphenous  vein  high  above  any  of 
its  collaterals  to  prevent  recurrence — a point 
that  was  ironically  enough,  to  take  much  of 
the  sting  out  of  his  introductory  statement — 
for  those  who  have  taken  cognizance  of  it. 

At  present  surgical  treatment  is  divided 
into  two  schools.  Advocates  of  injection  and 
those  using  combined  surgery  and  injection. 
According  to  a recent  survey  of  reported  re- 
sults, recurrence  after  injection  is  from  two 
percent  in  six  months  to  ninety-eight  percent 
in  cases  followed  longer,  after  combined  ther- 
apy, from  zero  percent  to  sixtv-six  percent. 
What  is  the  answer  ? 

Varicose  veins  of  the  lower  extremity  are 
the  end  result'  of  widening  and  lengthening 
of  the  veins  superficial  to  the  deep  fascia  in 
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which  the  flow  of  blood  in  erect  posture  is  re- 
versed as  a direct  result  of  incompetence  of 
the  valves  between  the  deep  and  superficial 
systems.  The  anatomical  distribution  of  the 
veins  ordinarily  involved  in  varicosities  is 
usually  described  in  three  divisions.  The 
long  saphenous  arises  from  the  femoral  just 
below  the  inguinal  ligament,  pierces  the  deep 
fascia  at  the  Fossa  Ovalis,  courses  down  the 
medial  aspect  of  the  thigh  just  behind  the 
internal  condyle  at  the  knee,  traverses  the 
medial  aspect  of  the  calf  where  it  has  many 
superficial  tributaries,  and  after  passing  an- 
terior to  the  internal  epicondyle  at  the  ankle 
forms  the  dorsal  venous  arch  of  the  foot. 
Within  its  upper  two  and  one-half  inches  it 
has  from  three  to  five  tributaries  which  show 
rich  collateral  anastamosis  with  the  internal 
pudendal,  the  gluteal  and  the  epigastric  ven- 
ous systems.  One  of  these  tributaries  may 
have  communication  with  the  saphenous 
trunk  lower  in  the  leg.  Faxon4  has  empha- 
sized the  importance  of  these  high  tributaries. 
Anatomical  studies  by  Edwards5  indicate 
that  in  the  thigh  the  long  saphenous  com- 
monly is  reduplicated  and  not  uncommonly 
receives  one  or  more  perforating  branches 
from  the  femoral. 

The  lesser  saphenous  vein  arises  from  the 
popliteal,  pierces  the  deep  fascia  at  the  level 
of  the  flexion  crease  of  the  knee,  gives  off 
one  or  more  branches  to  the  long  saphenous 
system,  courses  down  the  posterolateral  aspect 
of  the  calf  and  behind  and  below  the  exter- 
nal malleolus  communicates  with  the  deep 
and  superficial  venous  arches  of  the  foot. 

The  communicating  veins  of  the  lower  leg, 
recently  beautifully  worked  out  by  Linton,6 
constitute  the  third  group.  These  veins  per- 
forate the  deep  fascia  from  the  long  and  short 
saphenous  systems  to  the  peroneal,  posterior 
tibial  and  anterior  tibial  on  the  lateral,  me- 
dial and  anterior  aspects  of  the  leg  respec- 
tively. 

It  is  an  important  factor  that  all  these 
veins  except  the  last  mentioned  group  lie 
superficial  to  the  deep  fascia  and  being  un- 
supported by  muscle  and  fascia  are  subject 
to  marked  physiological  dilatation  under  con- 
ditions of  increased  pressure. 

The  pathological  physiology  of  varicose 
veins  is  dependant  upon  three  main  features 


— the  defective  valve,  the  recanalization  of 
thrombosed  vessels,  and  the  development  of 
collaterals.  Valvular  incompetence,  as  pointed 
out  by  Freeman,7  may  lie  in  the  congenital 
absence  of  a critical  valve  such  as  the  one 
that  normally  exists  in  the  femoral  just  be- 
low Poupart’s  ligament.  Increased  back  pres- 
sure may  lead  to  dilatation  of  a vein  and 
relative  incompetence  of  the  valves.  Para- 
doxically, Adams8  has  demonstrated  after 
multiple  venous  pressure  determinations  that 
pressure  readings  in  the  saphenous  system 
correspond  closely  to  calculated  pressure  for 
a column  of  blood  the  height  of  the  left 
auricle,  and  are  essentially  the  same  in  vari- 
cose and  lion-varicose  veins.  Pressure  read- 
ings under  conditions  of  straining  or  cough- 
ing show  a marked  increase  in  incompetent 
veins  over  competent  or  ligated  veins.  It 
seems  reasonable  to  agree  with  Freeman7 
then,  that  varicose  veins  are  the  result  of  a 
mechanical  defect  just  as  much  as  in  a her- 
nia. The  third  factor  in  valvular  incompe- 
tence may  have  been  the  involvement  of  the 
valve  in  a thrombophlebitis  which  as  shown 
by  Edwards5  results  in  its  destruction. 

The  second  important  feature  in  pathology 
of  varicose  veins  lies  in  the  marked  tendency 
toward  recanalization  of  thrombosed  vessels. 
This  lias  been  well  demonstrated  by  Howard, 
J ackson  and  Mahon9  in  their  study  of  the 
mechanism  of  recurrence  after  injection 
treatment.  The  rapidity  and  completeness  of 
this  process  is  directly  proportional  to  the  de- 
gree of  back  pressure  to  which  the  thrombus 
is  subjected  from  above.  It  is  a double-edged 
sword  because  the  attendant  valvular  disinte- 
gration results  in  a venous  trunk  that  is  com- 
pletely rather  than  relatively  incompetent. 

Finally  the  development  of  collateral  cir- 
culation, a salutatory  process  when  it  occurs 
to  compensate  for  innominate  or  iliac  throm- 
bosis with  its  characteristic  picture  of  dilated 
trunk  collaterals,  is  a similarly  detrimental 
factor  in  the  cure  of  varicose  veins.  Follow- 
ing occlusion  of  a major  superficial  venous 
trunk,  if  it  is  anatomically  possible,  super- 
ficial tributaries  will  restore  by  collateral 
anastamosis  the  continuity  of  the  occluded 
trunk.  Subjected  to  increased  volume  flow, 
collaterals  dilate  many  times,  become  rela- 
tively incompetent.  Retrograde  blood  flow 
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into  the  varicose  superficial  system  is  thus 
reestablished.  The  importance  of  this 
mechanism  in  the  recurrence  of  varicose  veins 
subjected  to  an  ill-advised  type  of  surgical 
procedure  has  been  repeatedly  empha- 
sized.3 4 5 

With  these  criteria  in  mind  we  are  perhaps 
in  position  to  define  the  desiderata  of  a ra- 
tional treatment  for  varicose  veins. 

First,  accepting  the  etiological  factor  of  a 
congenital  mechanical  weakness,  it  must  deal 
with  retrograde  blood  flow  and  the  constant 
water  hammer  effect  of  increased  abdominal 
pressure  by  ligation.  Second,  the  ligation 
must  be  done  at  a point  and  in  a manner  to 
obviate  recurrence  through  collaterals.  Third, 
it  must  evaluate  the  importance  of,  and  treat 
accordingly  incompetent  perforating  veins  in 
the  thigh  and  in  the  calf.  Fourth,  after  deal- 
ing rationally  with  all  avenues  of  reversed 
blood  flow  and  increased  venous  pressure 
effects  it  may  resort  to  injection  therapy  to 
obliterate  varices.  Finally,  but  of  paramount 
importance  is  demonstrable  patency  of  the 
deep  veins  which  is  the  fundamental  require- 
ment for  any  treatment  of  varicosities. 

In  the  evaluation  of  the  clinical  problem 
of  a case  of  varicose  veins  there  are  several 
tests  which  are  of  value.  The  Schwartz  test 
as  modified  by  Homans3  is  of  considerable 
aid  in  locating  the  position  of  the  major 
venous  trunk.  With  the  fingers  of  the  left 
hand  resting  on  the  antero-medial  aspect  of 
the  thigh,  the  examiner  taps  varicosities  in 
the  calf,  transmitting  an  impulse  which  can 
be  felt  by  the  left  hand  over  the  venous  trunk. 
This  test  does  not  establish  the  presence  of 
venous  incompetence  as  it  is  frequently  posi- 
tive over  a normal  saphenous  vein.  Inasmuch 
as  the  presence  of  an  incompetent  perforat- 
ing vein  in  the  thigh  considerably  dampens 
the  transmitted  impulse,  the  test  is  often  of 
value  in  localizing  such  a perforator.  A 
strongly  positive  Schwartz  test  is  obtained 
from  the  calf  to  the  level  of  the  lowest  in- 
competent perforator,  transmission  of  the  im- 
pulse above  that  perforator  will  be  weak  or 
absent. 

The  Trendelenburg  Test  is  begun  with  the 
patient  recumbent  and  the  leg  elevated  to 
empty  the  vein ; pressure  is  applied  to  the 
long  saphenous  at  the  fossa  ovalis  while  the 
patient  stands.  If  the  varices  remain  empty 


until  pressure  is  removed,  then  fill  rapidly, 
the  test  is  singly  positive  indicating  simple 
long  saphenous  incompetence.  If  the  varices 
fill  slowly  (within  one-half  minute)  in  spite 
of  saphenous  pressure,  then  rapidly  from 
above  on  removal  of  pressure,  the  test  is 
doubly  positive  and  indicates  both  an  incom- 
petent long  saphenous  and  incompetent  com- 
municating veins.  Where  there  is  question 
of  short  saphenous  involvement,  it  is  neces- 
sary to  apply  pressure  or  a tourniquet  in  the 
popliteal  space  just  below  the  flexion  crease 
of  the  knee  to  rule  out  incompetence  of  this 
system  independent  of  the  long  saphenous. 

The  unreliability  of  the  Trendelenburg  Test 
in  the  presence  of  one  or  more  incompetent 
perforating  veins  in  the  thigh,  led  Ochsner 
and  Mahorner10  to  devise  their  comparative 
tourniquet  test.  This  test  depends  on  the  fact 
that  varicose  veins  which  fill  on  standing  are 
partially  emptied  on  walking,  through  the 
pumping  action  of  the  deep  venous  system. 
A tourniquet  is  placed  successively  about  the 
thigh  from  above  downward  with  the  patient 
walking  and  the  degree  of  venous  distention 
with  the  tourniquet  at  different  levels  is  noted 
bv  observation  and  palpation.  If  there  are 
incompetent  perforating  veins  in  the  thigh, 
there  will  only  be  partial  emptying  of  the 
veins  with  the  tourniquet  high  on  the  thigh 
and  conversely,  emptying  will  be  relatively 
complete  when  the  tourniquet  is  placed  just 
below  the  lowest  incompetent  perforator. 

It  is  quite  apparent  that  in  the  presence  of 
obstruction  to  the  deep  venous  system  the 
above  sequence  of  events  will  be  reversed, 
superficial  veins  will  not  empty  on  walking, 
will  become  more  tense  and  distended  when 
occluded  with  a tourniquet.  Should  this  oc- 
cur, the  underlying  pathology  may  be  further 
confirmed  by  the  occurrence  of  pain  and 
cramps  in  such  a patient  who  walks  for  fif- 
teen minutes  with  a firm  elastic  bandage 
applied  to  the  leg. 

Finally,  although  careful  application  of 
these  clinical  tests  usually  makes  possible  an 
accurate  anatomical  diagnosis,  it  is  wise  to 
warn  the  patient  that  there  may  be  additional 
points  of  venous  incompetence  that  will  have 
to  be  secondarily  attacked. 

The  technical  aspects  of  high  saphenous 
ligation  will  be  only  briefly  dealt  with  here. 
They  have  been  well  described  by  a number 
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of  surgeons  but  Faxon4  in  1934  emphasized 
its  value  and  application. 

For  high  saphenous  ligation  a three-inch 
incision  is  made  over  the  Fossa  Ovalis  just 
below  Poupart’s  Ligament  and  centered  one- 
half  inch  medial  to  the  femoral  pulsation. 
The  saphenous  vein  will  be  found  lying  be- 
tween the  deep  and  superficial  fascia.  The 
cleavage  plane  for  dissection  of  the  vein  is 
just  outside  the  adventitia  and  once  defined 
can  be  easily  followed.  The  main  trunk  and 
all  branches  in  its  upper  two  inches  are  dis- 
sected out  up  to  the  sapheno-femoral  junc- 
tion. Tributaries  are  doubly  ligated  and  cut. 
After  visualization  of  the  femoral,  the  saphe- 
nous is  doubly  ligated  just  distal  to  the 
sapheno-femoral  junction  and  again  lower 
down  to  allow  excision  of  a segment  of  the 
vein.  The  question  of  retrograde  injection 
of  sclerosing  solution  at  the  time  of  opera- 
tion is  a debated  one.  Ochsner  and  Mahor- 
ner2  routinely  inject  two  to  four  c.c.  of  So- 
dium Morrhuate  into  the  distal  stump  at 
operation.  Faxon4  of  the  Massachusetts  Gen- 
eral Hospital  Circulatory  Clinic  used  to  in- 
ject up  to  10  c.c.  of  Varisol  at  operation  but 
has  discontinued  this  practice  because  of  the 
marked  phlebitic  reaction  that  sometimes  re- 
sults and  because  good  results  are  obtained 
by  later  local  injections  of  prominent  varices. 
Freeman7  of  the  University  of  Pennsylvania 
Hospital,  thinking  of  the  danger  of  pul- 
monary embolus  uses  sclerosing  solution  at 
operation  only  when  he  is  sure  there  are  no 
incompetent  perforating  veins  in  the  thigh. 

In  the  presence  of  one  or  more  incompetent 
perforating  veins,  filling  of  the  varicosities 
from  above  will  still  continue  unless  the 
residual  incompetent  channel  is  eliminated. 
Instead  of  ligation  of  each  individual  per- 
forator in  the  thigh,  a procedure  of  some 
magnitude  in  the  presence  of  several,  Ochsner 
and  Mahorner2  have  found  supplementary 
low  ligation  of  the  long  saphenous,  just  be- 
low the  lowest  incompetent  channel,  a minor 
and  eminently  satisfactory  procedure.  This 
can  easily  be  done  through  a small  incision 
and  is  wisest  deferred  to  ten  days  after  high 
ligation,  giving  the  surgeon  an  opportunity 
to  re-evaluate  the  clinical  picture  after  the 
latter  procedure. 

An  occasional  case  will  show  varicosities  of 
the  lesser  saphenous  system  which  do  not  fill 


from  a tributary  of  the  long  saphenous,  but 
directly  from  the  popliteal.  Here  simple  li- 
gation of  the  short  saphenous  just  distal  to 
its  junction  with  the  popliteal,  followed  by 
local  injections  is  effective. 

The  postoperative  care  of  these  cases  is 
important.  A firm  pressure  dressing  is  placed 
over  the  wound  and  hemostasis  encouraged 
by  keeping  the  patient  at  rest  in  bed  for  an 
hour.  The  involved  leg  should  be  firmly 
wrapped  in  elastic  bandage  which  compresses 
the  varices  and  aids  deep  venous  return.  The 
patient  is  then  encouraged  to  walk  for  two 
minutes  out  of  each  hour  for  the  remainder 
of  the  day  as  a prophylactic  against  deep 
thrombosis  and  pulmonary  embolism.  In  an 
extensive  review  of  the  literature  Ochsner 
and  Mahorner11  have  found  no  reported  case 
of  pulmonary  embolus  where  this  ambulatory 
treatment  was  used. 

There  is  a rather  characteristic  type  of 
case  that,  comprises  about  2 percent  of  vari- 
cose vein  problems.  Commonly  a history  of 
phlebitis  in  the  past  can  be  obtained.  The 
patient  presents  the  usual  picture  of  long 
saphenous  incompetence,  but  it  is  compli- 
cated by  ulceration,  pigmentation  and  atro- 
phy of  the  skin  on  the  inner  aspect  of  the 
lower  leg  usually  just  above  the  ankle.  Be- 
cause of  the  thickening  and  chronic  inflam- 
matory induration  of  the  subcutaneous  tis- 
sues it  may  be  difficult  to  determine  clinically 
the  presence  of  incompetent  communicating 
veins  in  the  lower  leg.  If  the  Trendelenburg 
Test  can  be  satisfactorily  applied  it  will  be 
found  to  be  doubly  positive  — i.  e.  — with 
retrograde  flow  from  the  thigh  interrupted, 
there  will  be  filling  of  the  varices  from  below. 

The  clinical  course  of  such  a case  is  char- 
acteristic as  has  been  pointed  out  by  Linton.12 
The  ulcers  heal  with  rest  elevation  and  wet 
dressings.  The  indicated  surgical  therapy  is 
given  in  the  form  of  ligation  for  the  incom- 
petency of  the  saphenous  system.  When  the 
patient  becomes  ambulatory,  the  skin  changes, 
subcutaneous  induration  and  eventually  the 
ulceration  recur.  This  sequence  of  events, 
healing  of  ulcers  with  rest  and  elevation  and 
recurrence  on  resumption  of  activity  in  spite 
of  adequate  surgical  attack  on  incompetence 
of  the  superficial  venous  systems  is  practi- 
cally diagnostic  of  the  presence  of  incompe- 
tent communicating  veins  in  the  lower  leg. 
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The  clinical  picture,  anatomical  studies,  and 
surgical  attack  on  the  relatively  rare,  but  diffi- 
cult problem  as  described  by  Robert  Linton12 
of  the  Massachusetts  General  Hospital  Cir- 
culatory Clinic  should  be  read  in  the  original. 

In  detailed  anatomical  studies6  Linton  has 
demonstrated  three  groups  of  communicating 
veins  in  the  lower  leg — on  the  medial  aspect 
those  emptying  into  the  posterior  tibial  on 
the  antero-lateral  aspect,  those  emptying  into 
the  anterior  tibial  on  the  posterolateral  as- 
pect, those  emptying  into  the  popliteal  and 
peroneal  veins.  Any  one  of  these  groups  may 
be  incompetent  as  result  of  a previous 
phlebetic  process,  but  as  is  made  quite  evi- 
dent by  the  frequent  location  of  intractable 
ulcer  on  this  aspect,  the  medial  group  is  most 
commonly  involved. 

Prerequisite  to  the  surgical  attack  on  this 
problem  are  healing  of  ulcers  bv  conservative 
treatment  of  bed  rest  and  elevation,  maximal 
subsidance  of  all  edema  and  inflammatory 
induration,  bacteriological  evidence  of  free- 
dom from  hemolytic  streptococcus  infection 
and  adequate  ligation  for  superficial  venous 
incompetence.  A linear  incision  is  made  on 
the  medial  aspect  of  the  leg  from  the  internal 
condyle  of  the  tibia  to  just  behind  the  in- 
ternal maleolous  at  the  ankle,  down  to  the 
cleavage  plane  beneath  the  deep  fascia.  The 
anterior  flap  is  dissected  forward  to  the  me- 
dial border  of  the  tibia.  In  the  lower  one-half 
of  the  field  the  lamina  profunda  of  the  deep 
fascia  is  divided  exposing  the  posterior  tibial 
vessels  and  nerve.  The  posterior  flap  is  ele- 
vated to  a point  between  the  two  heads  of  the 
gastrocnemeus  muscle.  Throughout  the  ex- 
tent of  the  incision  as  many  as  ten  incompe- 
tent communicating  veins  may  be  demon- 
strated ; these  are  doubly  ligated  and  severed. 
Linton  recommends  a meticulous  silk  technic 
and  splinting  of  the  leg  for  ten  days  post- 
operatively.  He  has  reported  on  50  cases 
done  personally. 

There  are  certain  contraindications  to  ac- 
tive surgical  treatment  of  varicose  veins. 
One  of  these  is  of  course,  senility  or  debili- 
tating disease.  The  existence  of  impairment 
to  arterial  blood  supply,  if  marked,  makes 
any  form  of  active  treatment  inadvisable. 
In  moderate  arterial  impairment  associated 
with  varicosities  the  condition  of  the  limb 
may  be  improved  by  high  ligation.  Injection 


therapy  in  any  case  is  unwise  because  of  the 
lowered  resistance  to  infection  and  trauma. 
Persistent  deep  thrombosis  places  collateral 
demands  on  the  superficial  system  making 
any  form  of  treatment  of  varices  illogical. 
Benign  pelvic  tumors  that  increase  abdomi- 
nal pressure  and  obstruct  venous  return 
should  be  corrected  before  surgical  treatment 
of  veins.  Pregnancy,  not  a true  contraindi- 
cation, constitutes  rather  an  indication  for 
early  conservative  and  later  active  treatment. 

The  results  of  modern  surgical  therapy  of 
varicose  veins — combined  ligation  and  injec- 
tion— are  probably  better  than  for  any  other 
form  of  treatment.  In  1937,  Ochsner  and 
Mahorner  reported  follow-up  studies  on  23 
cases,  twelve  treated  with  mid-tliigh  ligation 
alone  with  the  recurrence  of  50  percent, 
eleven  treated  by  high  ligation  alone  plus 
injection  with  18  percent  recurrence.  In 
their  Monograph11  published  in  1939  they 
place  the  recurrence  rate  of  cases  treated  by 
one  or  more  ligations  and  injections  at  10  to 
15  percent.  The  best  follow-up  study  by 
Faxon  and  Barrow14  in  1938  covers  367 
operations  followed  for  one  and  one-half 
years.  They  report  55  percent  perfect  results, 
25  percent  satisfactory  results,  20  percent 
failures.  Analysis  of  their  failures  revealed 
that  39  percent  could  be  attributed  to  faulty 
operation,  46  percent  to  incompetent  com- 
municating branches,  4 percent  to  short 
saphenous  involvement  and  3 percent  only  to 
improper  selection  of  cases.  It  must  be  re- 
membered that  at  the  time  of  the  treatment 
of  their  series  of  cases  the  importance  of  in- 
competent perforating  branches  had  not  been 
fully  realized  and  dealt  with. 

Conclusions 

Varicose  veins  are  not  a threat  to  life,  but 
may  so  interfere  with  a patient’s  comfort  and 
activity  as  to  make  life  extremely  difficult. 
As  such  they  constitute  a surgical  problem 
deserving  of  painstaking  consideration. 

The  pathology  is  subject  to  certain  definite 
anatomical  limitations.  By  the  application 
of  clinical  tests  an  accurate  anatomical  diag- 
nosis can  be  made. 

Successful  surgical  therapy  is  dependent 
upon  interruption  of  the  retrograde  blood  flow 

Continued  on  page  2S0 
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Attendant  Nurses 

By  Alfred  Worcester,  M.  D.,  Sc.  D.,  Professor  Emeritus, 
H y giene  Department,  Harvard  University 


The  family  physician  is  still  in  need  of 
more  nursing  assistance.  The  modern  pro- 
fession of  nursing  which  in  many  directions 
has  proved  to  be  of  inestimable  value,  has  not 
supplied  the  great  need  of  home  nursing. 
Few  of  these  highly  educated  nurses  like  such 
service.  Few  families  can  afford  to  pay  for 
it.  Moreover  in  few  cases  of  family  sickness 
is  such  expert  nursing  needed.  When  it  is 
needed  such  patients  are  generally  sent  to  the 
nearest  hospital.  As  a result  of  the  shortage 
of  suitable  assistants  in  the  ordinary  run  of 
cases  the.  doctor’s  service  is  heavily  handi- 
capped. The  families  where  there  is  sickness 
have  either  to  put  up  with  ignorant  helpers 
or  else  to  wear  themselves  out  in  the  care  of 
their  sick.  Even  if  it  is  not  the  house  mother 
who  is  herself  the  patient,  the  need  of  help  in 
the  housework  is  always  acute.  In  nine  out 
of  ten  cases  the  service  needed  can  well  be 
given  by  partially  trained  nurses,  just  as  it 
is  given  in  most  hospitals  by  the  partly 
trained  pupil  nurses. 

At  the  time  of  Queen  Victoria’s  Golden 
Jubilee  when  she  was  given  a thank-offering 
by  British  women,  she  decided  that  it  should 
be  used  for  supplying  the  nursing  needed  in 
the  smaller  homes  of  her  people.  By  the  ad- 
vice of  a committee  of  doctors  and  nurses,  in- 
cluding Florence  Nightingale,  the  Queen’s 
Jubilee  Nursing  Organization  was  founded 
upon  the  model  of  the  Metropolitan  and 
National  School  of  Nursing.  In  this  school 
the  pupil  nurses  after  a few  months  of  pre- 
liminary training  were  given  one  year  of  hos- 
pital service.  They  were  then  given  a term 
of  home  nursing  under  visiting  supervision. 
In  1894,  when  we  besought  Miss  Nightin- 
gale’s advice,  she  urged  that  our  Waltham 
School  follow  this  lead  rather  than  the  trend 
of  American  hospital  schools  towards  an  in- 
creasing scientific  education.  She  highly  ap- 
proved our  preparatory  course  and  also  our 
insistence  upon  training  in  home  nursing  for 
such  service. 

After  holding  fast  to  these  ideals  for  a 


half  century  the  Waltham  School  found  it 
impossible  to  continue.  Although  generous 
gifts  had  been  received  from  its  trustees  and 
other  friends,  the  School’s  main  support  had 
always  been  the  earnings  of  its  pupil  nurses. 
The  hospital  which  the  School  had  established 
could  no  longer  pay  anything  for  our  pupil 
nurses’  service.  And  yet  an  increasing  pro- 
portion of  their  time  had  to  be  spent  in  the 
hospital  in  order  to  meet  the  demands  of  the 
State  Boards  of  Registration  and  Nurses’ 
Associations.  The  preparatory  course  and  the 
district  visiting  nursing,  which  Waltham  had 
introduced  in  this  country,  had  been  gradu- 
ally adopted  by  other  training  schools,  and 
accepted  by  the  State  Boards  and  Associa- 
tions. But  as  for  any  part  of  the  training  be- 
ing given  in  patients’  homes,  that  was  anath- 
ema. In  fact,  Waltham  was  warned  against 
continuance  during  the  preparatory  course  of 
any  training  in  the  home  care  of  patients  al- 
though under  constant  supervision  of  visiting 
nurses  who  were  masters  of  the  arts  of  both 
nursing  and  teaching.  Against  the  convic- 
tions of  the  leaders  of  American  nursing  that 
hospital  training  suffices  for  all  kinds  of  sub- 
sequent service,  including  that  of  family 
nursing,  the  Waltham  School  made  no  head- 
way. But  because  of  our  insistence  upon  fol- 
lowing our  ideals  in  this  respect,  our  gradu- 
ates were  refused  recognition  by  State  Boards 
of  Registration  and  Nurses’  Associations.  In 
consequence  some  of  our  graduates  who  had 
won  distinction  in  war  and  other  public  ser- 
vice, began  urging  that  our  School  should  be 
hospitalized.  That,  forsooth,  would  secure  for 
them  the  coveted  recognition.  Some  of  our 
younger  doctors  sided  with  them,  frankly  ac- 
knowledging their  lack  of  interest  in  family 
nursing.  Instead  of  accepting  this  advice,  the 
trustees  of  the  School  decided  to  devote  its 
whole  strength  to  the  training  of  nurses  for 
home  nursing. 

We  offered  such  a course  to  graduate 
nurses  who  might  be  aware  of  the  need  of 
training  in  this  neglected  specialty.  As  yet 
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there  have  been  no  applicants  for  such  a 
course.  At  the  same  time  we  began  training 
attendants  on  much  the  same  plan  as  that 
adopted  for  the  Queen’s  Jubilee  nurses.  In 
shaping  this  new  course  we  had  the  advan- 
tage of  the  experience  of  one  of  our  gradu- 
ates, Miss  Charlotte  Macleod,  who  had  or- 
ganized the  Victorian  Order  of  Nurses  in 
Canada,  the  Richards  M.  Bradlev  School  of 
Attendant  ISTurses  (the  Brattleboro  Mutual 
Aid  Association  in  Vermont),  and  the  first 
Boston  school  of  visiting  nurses.  We  also  had 
the  help  of  generous  advice  from  the  Boston 
Household  Nursing  Association,  one  of  the 
earliest  and  most  noteworthy  schools  for  at- 
tendant-nurses. Careful  attention  was  also 
given  to  the  programs  of  the  various  similar 
New  York  Schools. 

Without  discussion  of  the  methods  em- 
ployed in  other  schools,  and  certainly  with- 
out invidious  comparisons,  the  following  re- 
port is  offered  of  what  the  Waltham  School 
has  done  and  is  doing.  We  well  knew  that 
the  success  of  the  venture  depended  upon  the 
kind  of  women  accepted  for  training.  Be- 
sides the  requisites  of  perfect  health  and  a 
common  school  education,  which  could  be  as- 
certained from  certificates  and  correspon- 
dence, the  more  important  requisites  of  a 
pleasing  personality  and  a genuine  bent  for 
the  nurse’s  calling  could  be  found  out  only 
in  personal  interviews  either  by  our  teaching 
staff  or  by  friends  known  to  be  good  judges 
of  character,  who  were  within  easier  reach 
of  the  applicants.  We  made  a slow  start  in 
September,  1938.  The  School  home  can  ac- 
commodate a class  of  thirty,  but  we  decided 
upon  classes  of  ten  each  for  three  months  of 
preparatory  training.  This  course  was  much 
like  what  the  School  had  given  to  its  pupils 
for  the  previous  half  century.  There  was 
less  class  teaching  of  elementary  science,  but 
the  same  thorough  teaching  and  drilling  in 
asepsis,  in  dietetics  and  other  branches  of 
housekeeping,  especially  as  needed  in  the 
home  care  of  patients.  In  the  Baby  Hospital 
the  pupils  were  given  practice  in  the  care  of 
infants.  As  assistants  to  Visiting  Nurses  they 
were  also  given  practice  in  the  home  care  of 
convalescents. 

The  worth  of  this  preliminary  training 
could  first  be  proved  in  the  subsequent  hos- 
pital service  of  these  pupils.  Fortunately 


places  were  found  for  them  where  cordial 
cooperation  in  their  training  was  given  by  the 
other  nurses,  by  their  teachers  and  the  hos- 
pital staff.  After  their  year  of  hospital  ser- 
vice they  returned  to  the  School  with  the 
highest  commendation.  Then  came  the  final 
test  of  their  usefulness  in  home  nursing  un- 
der the  School’s  supervision.  Their  success 
was  glorious.  Their  service  had  not  only 
aided  the  families  in  the  care  of  their  sick  but 
also  in  the  housekeeping.  The  attending 
physicians  were  loud  in  their  praise.  No 
longer  could  there  be  any  question  of  the 
worth  of  our  venture.  But,  alas,  the  question 
now  is  how  can  the  School  continue  it.  The 
expense  of  our  preparatory  course  has  always 
been  our  heaviest  burden.  The  $60  entrance 
fee  pays  but  a small  fraction  of  the  cost  of  it. 
Nor  have  we  ever  been  able  to  derive  any  in- 
come from  the  work  of  the  probationers,  be- 
cause as  fast  as  they  acquire  skill  in  any  prac- 
tice they  are  given  something  else  to  do.  The 
only  possible  income  from  their  service  is  in 
their  few  months  of  private  nursing  after 
their  hospital  year.  And  this  is  partially  off- 
set. by  the  cost  of  their  board  at  the  School 
home,  and  of  their  allowances.  During  their 
year  of  hospital  service  the  School  is  at  no 
expense,  as  they  then  are  given  their  board 
and  their  $6  a month  allowance.  The  large 
overhead  expenses  of  the  School  while  estab- 
lishing this  new  course,  have  been  met  only 
by  serious  inroads  upon  its  modest  capital. 
But  it  would  be  unfair  to  leave  the  impres- 
sion that  these  annual  deficits  have  been 
wholly  due  to  the  cost  of  the  attendant  course. 
The  Waltham  Training  School  for  Nurses 
was  founded,  and  its  fine  buildings  and  its 
endowment  were  given  for  the  purpose  first, 
of  supplying  all  the  nursing  needs  of  the  com- 
munity, and,  second,  of  training  nurses  for 
such  service.  After  the  hospital  which  the 
School  had  established,  had  a nurses’  school 
of  its  own  there  still  remained  the  need  of 
family  nursing  in  homes  where  only  a part  or 
nothing  could  be  paid  for  it.  To  meet  this 
need  the  School  established  a Nursing  Ser- 
vice Bureau,  hiring  for  the  purpose  trained 
nurses,  and  also  partially  trained  or  atten- 
dant-nurses, thus  to  supply  the  service  for- 
merly given  by  the  School’s  pupil  nurses. 
The  need  of  more  and  better  trained  atten- 
dants was  what  forced  the  School  to  under- 
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take  attendant-nurse  training.  And  yet,  as 
must  be  noted,  suck  a course  of  training  as 
the  School  is  now  giving  attendants  could  not 
be  given  without  the  opportunities  afforded 
by  the  Nursing  Bureau  for  their  practice,  in 
patients’  homes,  of  what  is  being  taught  in 
the  School.  The  main  purpose  of  the  School 
has  always  been  to  arouse,  or  at  any  rate  to 
foster  in  the  pupil’s  heart  an  enthusiasm  for 
the  nurse’s  calling:  in  other  words  to  pass 
on  the  love  of  helping  the  helpless  that  in- 
spired Florence  Nightingale.  This,  for  ex- 
ample, can  not  be  done  merely  by  teaching 
how  to  prepare  trays  of  appetizing  food,  but 
it  can  be  done  by  sending  the  pupil  nurse 
with  the  tray  she  has  prepared  to  a hungry 
patient  in  some  impoverished  home. 

This  account  of  Waltham’s  latest  under- 
taking in  nurse  training  it  is  hoped  will  serve 
as  a basis  for  a critical  study  of  the  whole 
attendant-nurse  problem.  In  our  analysis  we 
must  look  at  it  from  several  different  stand- 
points. 

I.  Taking  first  the  effect  upon  the  medi- 
cal profession  of  a sufficient  supply  of  atten- 
dant-nurses, it  is  evident  that  such  service 
would  be  of  less  value  to  the  specialists  than 
that  given  by  nurses  who  have  been  fully 
trained.  The  same  probably  holds  true  for 
doctors  whose  practice  is  in  rich  families. 
With  attendant-nurses  more  of  the  doctor’s 
time  must  be  given  to  teaching  what  he  wants 
done  for  his  patient.  He  will  have  to  make 
more  visits  because  attendants  are  not  trained 
to  act  as  his  substitute.  But  for  the  doctor 
whose  practice  is  in  the  common  run  of  fami- 
lies, where  fully  trained  nursing  could  be 
paid  for  only  by  mortgaging  the  homestead, 
is  there  any  doubt  that  the  assistance  of  at- 
tendants would  enable  him  to  give  better 
medical  service?  Even  before  the  doctors 
have  sampled  such  assistance,  it  is  highly 
probable  that  they  would  vote  overwhelmingly 
in  favor  of  the  attendant-nurse  movement. 

II.  Equally  probable  it  is  that  in  a canvass 
of  the  nursing  profession  the  vote  would  be 
as  overwhelmingly  against  the  extension  of 
attendant-nursing.  That  is  natural,  for  at 
first  sight  this  new  movement  seems  to  them 
nothing  short  of  hostile  rivalry.  After  their 
arduous  training  in  the  hospital  schools, 
where  they  have  been  taught  to  consider  their 


training  fits  them  for  family  nursing,  it  is 
no  wonder  they  resent  the  competition  of 
those  who  have  had  insufficient  schooling  to 
enter  the  regular  schools  and  only  a third  as 
much  hospital  training.  Still  more  of  a 
provocation  it  is  that  the  attendants  work  for 
twelve  instead  of  eight-hour  periods  and  for 
half  the  registered  nurse’s  wages.  It  will  be 
difficult  to  persuade  them  that  the  service  of 
attendants  is  designed  for  a different  field — 
for  families  who  cannot  afford  to  pay  for 
trained  nursing,  and  for  families  where  such 
expert  service  is  not  needed,  but  for  conva- 
lescents and  chronics,  for  helpless  infants  and 
aged  patients,  and  for  housework ; in  short 
for  such  service  as  most  registered  nurses  dis- 
like. Their  dislike  of  such  service  as  house- 
work is  very  natural,  for  it  offers  small  op- 
portunity for  their  qualifications.  They  have 
been  trained  for  a higher  grade  of  service 
than  that  of  housework,  and  yet  some  sharing 
of  that  is  what  is  most  needed  by  the  stricken 
household,  for  it  affords  the  family  the  privi- 
lege of  sharing  in  the  nursing  care  of  their 
loved  ones.  In  critical  cases  where  expert 
nursing  is  needed  for  at  least  part  of  the 
twenty-four  hours,  there  is  another  large  field 
for  attendants’  service  as  the  trained  nurse’s 
assistant.  But  not  until  they  have  had 
further  acquaintance  with  such  assistants  and 
their  more  humble  role  can  the  registered 
nurses  be  expected  to  favor  attendant-nursing. 
The  largest  hope  for  its  favorable  recognition 
lies  in  the  association  of  trained  nurses  with 
the  pupil  attendant  during  her  hospital 
service. 

III.  The  problem  must  now  be  studied 
from  the  hospital  viewpoint.  Idle  introduc- 
tion into  America  of  training  schools  for 
nurses,  now  nearly  seventy  years  ago,  made 
possible  the  enormous  multiplication  of  hos- 
pitals. They  thus  obtained  nursing  service 
for  next  to  nothing,  if  compared  with  the 
cost  of  their  kitchen  and  laundry  service.  In 
most  of  the  small  and  especially  in  the  pri- 
vate hospitals  the  education  given  to  their 
pupil  nurses  was  a shamefully  small  return 
for  their  hard  work  and  meager  allowances. 
But  under  the  pressure  of  graduate  nurse 
Associations  exerted  by  State  Boards  of 
Registration,  this  disgraceful  injustice  has 
largely  disappeared.  As  a result  of  the  cost 
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of  the  required  improvement  of  their  training 
schools,  many  of  the  smaller  hospitals  have 
become  financially  embarrassed.  Some  of 
them  have  had  to  give  up  their  schools  and 
for  their  needed  nursing  service  to  employ 
trained  nurses  and  women-helpers.  The  best 
private  hospitals  depend  largely  upon  gradu- 
ate nurses  whose  service  is  paid  for  by  their 
wealthy  patients.  In  view  of  these  conditions 
in  the  hospital  world,  it  might  confidently  be 
expected  that  the  attendant-nurse  movement 
would  be  hailed  with  joy  by  the  small  hos- 
pitals. To  have  pupil  attendants  for  a year 
after  their  preparatory  course,  at  the  cost  of 
their  board  and  six  dollars  a month  allow- 
ances, would  be  considered  nothing  short  of  a 
godsend.  And  this  is  just  what  has  happened. 
Some  of  the  hospitals  now  depend  entirely 
upon  successive  classes  from  the  attendant 
nursing  schools.  Others  are  glad  to  take  a 
few  at  a time  as  a re-enforcement  to  their 
staffs  of  graduates  or  training-school  pupils. 
But  this  advantageous  mingling  of  the  differ- 
ent kinds  of  pupils  has  been  forbidden  by 
some  Boards  of  Registration.  Such  a stupid 
prohibition  as  this  may  not  last,  yet  while  it 
is  in  force  pupil  attendants  can  have  their 
hospital  service  only  in  hospitals  which  have 
no  regular  training  schools.  The  number  of 
such  hospitals  is  increasing. 

After  even  this  hasty  survey  of  the  atten- 
dant-nurse movement  the  conclusion  seems 
inevitable  that  the  movement  is  sure  to  ad- 
vance with  increasing  rapidity.  And  the  ques- 
tion of  whether  it  shall  have  State  regulation 
is  already  under  consideration.  If  wisely  de- 
signed such  regulation  would  ensure  a desir- 
able uniformity  in  the  attendant-nursing 
schools. 


IV.  The  subject  must  now  be  examined 
from  the  viewpoint  of  the  general  public. 
Perhaps  enough  has  already  been  said  of  the 
immense  advantage  such  nursing  service 
would  be  in  the  homes  of  the  great  bulk  of 
our  population  where  the  family  is  overbur- 
dened by  the  sickness  or  other  incapacity  of 
its  members.  In  such  cases  the  help  given  by 
attendants  resembles  that  formerly  given  by 
kindly  neighbors.  But  it  is  better  than  that 
was ; for  the  training  the  attendants  have  re- 
ceived enables  them  to  render  intelligent  as- 
sistance in  bringing  into  effect  the  vastly  im- 
proved medical  practice  of  today.  Further- 
more, this  comparatively  new  movement 
offers  desirable  employment  to  the  great  ma- 
jority of  women  who,  while  strongly  inclined 
towards  nursing  service,  have  not  had  the 
advantage  of  the  high  education  now  required 
for  the  State  registration  of  nurses.  It  would 
also  offer  opportunity  for  valuable  service  to 
the  large  number  of  women  who  for  one  rea- 
son or  another  have  failed  either  to  complete 
their  course  of  training  in  the  regular  schools 
or  to  pass  the  State  examinations  for  regis- 
tration. 

Perhaps  it  is  too  much  to  hope  that  Amer- 
ica will  ever  adopt  the  far  wiser  plan  of  the 
White  Cross  of  Holland  whereby  graded  cer- 
tificates  are  given  to  nurses  in  accordance 
with  the  amount  of  education  and  training 
they  have  had  and  the  examinations  they 
pass.  This  offers  a ladder  upon  which  they 
can  climb  by  taking  successive  courses  of 
training,  and  at  the  same  time  it  utilizes  the 
potential  power  for  valuable  service  which  in 
our  American  system  is  scrapped. 


From  the  point  of  view  of  the  clinical  man- 
agement of  the  individual  case  of  tuberculosis 
and  from  the  broader  aspect  of  public  health 
control  of  the  disease,  no  one  test  occupies  a 
position  of  greater  importance  and  signifi- 
cance than  that  of  the  sputum  examination. 
The  persistence  of  a positive  sputum  is  re- 
garded as  clear  evidence  that  pathological  ac- 
tivity of  the  disease  has  continued.  An  im- 
proved technic  of  sputum  examination  for 
acid-fast  bacilli  using  tergitol  has  been  re- 
ported. The  use  of  this  is  said  to  approximate 
the  results  obtained  by  the  use  of  guinea-pig 


inoculation,  which  is  impractical  except  in 
selected  cases  because  of  cost. — S.  A.  Pet- 
roef  and  P.  Schain,  Quar.  Bull,  of  Sea 
View  IIosp.,  Jan.,  1910. 


There  is  no  such  thing  as  Mexican,  White 
or  INTegro  tuberculosis.  The  infection  is 
passed  from  one  race  to  another.  FTo  matter 
what  his  race,  a person  with  tuberculosis  is, 
first  of  all  a human  being,  and,  next  a poten- 
tial spreader  of  the  trouble  to  others  in  the 
community. — Health  Crusader,  Apr.,  1940. 


222 


The  Journal  of  the  Maine  Medical  Association 


Geriatrics  in  Country  Practice 

By  A.  J.  Fuller,  M.  D.,  Pemaquid,  Maine 


We  are  entering,  or,  may  I say,  have  en- 
tered, an  era  in  treating  old  people  in  the 
country  which  is  disturbing- — even  alarming. 

Only  a short  time  ago  the  children  either 
lived  with,  or  took  care  of,  the  old  people,  but 
under  the  present  arrangement,  as  soon  as 
the  parents  become  eligible  (those  who  have 
no  means  of  their  own)  for  old  age  assistance, 
the  children  at  once  desert  them.  This  means 
that  an  old  couple,  both  of  whom  are  probably 
over  65,  are  left  to  run  their  own  house  and 
live  as  best  they  may  with  the  help  of  what- 
ever old  age  pension  may  be  granted  them. 

In  most  cases,  people  in  these  circum- 
stances have  been  unable  for  years  to  replace 
their  furniture  or  stoves,  and  to  make  neces- 
sary repairs  to  the  houses  in  which  they  live. 

These  old  people  in  winter  are  usually, 
owing  to  their  lessened  ability  to  get  around, 
completely  confined  to  two  or  three  rooms. 
Due  to  the  cost  of  fuel  and  the  inadequacy 
of  their  worn-out  stoves,  combined  with  their 
own  enfeebled  condition,  in  a large  majority 
of  cases,  the  rooms  are  not  properly  heated 
or  ventilated  ; few  of  them  have  the  bedrooms 
warm  enough  to  lie  down  in  comfort  during 
the  daytime ; few  of  them  have  couches  satis- 
factory for  a restful  nap,  and  so  they  usu- 
ally sit  around  either  with  their  feet  in  the 
oven  or  against  the  stove  to  keep  comfortably 
warm. 

Everyone  knows  that  if  the  outside  of  the 
body  is  not  properly  warmed,  enough  extra 
heat  has  to  be  generated  inside  to  at  least 
partially  balance  the  cold  outside.  Mot  being 
able  to  properly  rest  lying  down  also  means 
an  increase  of  energy  used. 

These  two  factors  are  added  to  the  most 
common  one,  that  of  improper  diet.  This  may 
be  caused  either  by  inability  to  obtain  the 
proper  things,  or  the  feebleness  of  the  old 
couple,  who,  because  of  their  weakness,  either 
cannot  or  do  not.  cook  as  well  as  formerly. 
Therefore,  they  buy  more  and  more  prepared 
foods,  practically  all  carbohydrates,  from  the 


ever-present  baker’s  cart,  and  while  realizing 
the  unsuitability,  still  they  have  not  ambition 
or  strength  enough  to  remedy  it. 

Owing  to  the  cost,  proteins  are  in  many 
cases  practically  eliminated  from  the  diet  ex- 
cept such  as  are  in  some  of  the  vegetables 
they  eat.  The  total  calories  are  cut  down  and 
the  vitamins  lowered  below  minimum  re- 
quirements. 

Eye  lesions,  general  weakness,  and  derma- 
titis follow  lack  of  Vitamin  A.  Loss  of  appe- 
tite and  intestinal  tone  from  deficiency  of 
Vitamin  B,  together  with  a probable  influ- 
ence on  nerve  irritations  and  cardiovascular 
disturbances. 

Everyone  is  familiar  with  the  symptoms 
of  extreme  Vitamin  0 lack,  but  many  older 
people  have  a great  variety  of  conditions 
readily  cleared  up  by  sufficient  amounts  of 
this  vitamin.  Many  of  the  sore  tongues, 
swollen  joints,  and  much  of  the  easy  bruising 
disappears.  An  increase  in  Vitamin  D may 
retard  arthritis.  Whatever  the  condition,  it 
all  boils  down  to  improper  diet. 

The  high  cost  and  scarcity  of  labor  pre- 
cludes the  hiring  of  suitable  help,  and  they 
get  along  as  best  they  may. 

We  are,  through  modern  medicine,  able  to 
bring  many  more  people  to  this  age  than 
formerly,  but  few  are  really  well  or  happy. 

Summary 

Owing  to  the  changes  in  our  family  life 
in  the  country,  more  old  people  are  living 
alone  (with  no  young  people)  than  formerly. 
The  lack  of,  and  high  cost  of  labor  inhibits 
its  use  for  people  unable  to  care  properly  for 
themselves,  and  lowered  living  conditions  are 
the  rule.  More  Vitamin  Deficiency  and  Cir- 
culatory Disturbances  are  the  direct  result. 
What  can  we  do  about  it  ? 


P.  S.  It  was  recently  suggested  the  State 
furnish  iron  and  accessory  Vitamins  to  these 
people  during  the  winter  months. 
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The  National  Physicians'  Committee:  An  Open  Letter  to  the 
Members  of  the  Maine  Medical  Association 

The  American  Medical  Association  or  any  of  its  component  parts,  State  or  County,  is, 
under  the  present  decision  of  the  Department  of  Internal  Revenue,  a scientific  organization 
and,  under  such  a classification,  is  exempt  from  the  rulings  of  the  Social  Security  Act.  For 
the  benefit  of  those  who  are  not  acquainted  with  certain  rules,  it  can  be  stated  that  no  organi- 
zation, a substantial  part  of  whose  revenue  is  devoted  to  propaganda  or  the  influencing  of  legis- 
lation, can  qualify  under  the  classification  as  a scientific  group,  nor  if  it  engages  in  such  activi- 
ties can  it  retain  such  a status.  The  Collector  of  Internal  Revenue  is  given  the  power  to  decide 
— subject  to  review  by  the  courts — what  constitutes  a substantial  part  of  the  revenue  of  any 
association  or  society. 

Since  this  ruling  is  a fact  and  is  in  force,  and  it  must  be  manifest  that  any  medical 
association  or  society  should  above  all  preserve  its  status  as  a scientific  organization,  there  was 
founded  the  Rational  Physicians’  Committee  for  the  Extension  of  Medical  Service.  The 
organization  is  exactly  what  it  says  it  is.  A non-political,  non-profit  and  non-partisan  organi- 
zation that  will  by  any  and  all  legitimate  means  present  to  the  people  of  the  United  States 
facts,  based  on  competent  evidence,  to  show  that  certain  statements  that  have  been  made  in  an 
attempt  to  discredit  the  profession  of  medicine  and  medical  practitioners  as  a whole  are  with- 
out truth  and  foundation.  Its  personnel  is  composed  of  men  prominent  in  the  American  Medi- 
cal Association,  their  State  Associations  and  the  special  society  groups  of  a private  but  recog- 
nized type.  Above  all,  most  of  them  are  practitioners  of  medicine. 

A well-known  member  of  the  Maine  Medical  Association  in  a discussion  of  “the  reasons 
why”  of  the  Rational  Committee,  said  that  he,  like  some  others,  felt  before  he  heard  the  talk 
that  it  might  be  just  another  committee  to  create  jobs,  but  that  he  was  now  able  to  state  that  he 
was  glad  to  sponsor  the  work  the  committee  proposed  to  do.  Quoting  from  an  address  given 
before  the  Alumni  Association  of  Jefferson  Medical  College  by  Mr.  J.  Howard  Pew,  Member 
of  the  Board  of  Trustees,  the  July  6th  issue  of  the  Journal  of  the  A.  M.  A.  prints  in  a few 
words  some  salient  truths  that  should  appeal  to  even  those  with  leanings  away  from  the  meth- 
ods that  have  made  this  country  WHAT  it  is.  “I  appeal  to  you  men  of  the  medical  profession 
to  come  to  the  defense  of  our  American  system  of  free  enterprise  and  equal  opportunity,  for 
the  truth  is  that  no  economic  planning  authority  could  possibly  have  foreseen,  plotted  and 
organized  such  an  amazing  spectacle  of  scientific,  MEDICAL  and  industrial  progress  as  the 
world  has  witnessed  right  here  in  America  during  this  last  century.  Ro  trust  or  combination, 
private  or  governmental,  could  have  accomplished  it.  It  could  have  been  achieved  only  under 
conditions  where  there  was  a wide-open  opportunity  for  all  the  genius,  inventive  ability, 
organizing  capacity  and  managerial  skill  of  a great  people.” 

The  critics  of  medicine,  the  critics  of  the  American  way  of  life,  are  becoming  more 
expressive  in  voice,  print  and  action.  Regiment  medicine,  regiment  any  business  or  profession 
and  the  foundation  is  laid  for  the  regimentation  of  every  human  being  in  this  country.  If  any 
one  is  in  doubt  as  to  what  that  sort  of  thing  means  it  would  seem  that  examples  in  Europe  fur- 
nish abundant  room  for  thought.  One  of  the  objectives  of  the  committee  is  that  American 
Medicine  be  allowed  to  go  on  in  the  future  as  it  has  in  the  past:  THE  MASTER  OF  ITS 
OWR  HOUSE.  As  a member  of  the  central  committee  for  Maine  I urge  that  financial  contri- 
butions be  made  individually  as  each  judges  he  or  she  can  do.  The  address  of  the  Committee 
is  the  Pittsfield  Building,  Chicago,  Illinois.  Checks  should  be  made  payable  to  R.  S.  Davis, 
III,  Treasurer. 

Signed:  F.  H.  Jacksox,  M.  D., 

Houlton,  Maine. 
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Editorials 


The  Value  of  Conferences  and 
Symposiums 

Omitting  extended  comment  on  the  gen- 
eral excellence  of  the  program  provided  at 
the  session  held  at  Rangeley  Lakes  it  seemed 
to  be  the  universal  opinion  that  symposiums 
and  conferences  have  a most  valuable  and 
definite  part  in  bringing  to  the  profession 
facts  of  extreme  importance  in  our  daily 
work.  The  Town  Hall  type  of  conference 
without  question  affords  an  opportunity  for 
a much  better  presentation  and  discussion  by 
speakers  and  audience  than  can  possibly  ob- 
tain in  the  larger  meetings  with  their  more 
formal  j)apers  and  necessary  limitation  of 
time.  The  merits  and  demerits  of  the  preco- 
cious twins  of  modern  medicine,  endocrine 
and  chemotherapy,  can  easily  occupy  the  en- 
tire program  of  a county  society.  Valuable 
as  they  are  to  every  practitioner  the  paint 
has  been  a hit  green  on  some  of  the  clinical 
masterpieces  exhibited  to  the  profession  by 
some  whose  enthusiasm  has  not  been  tem- 
pered by  time  and  established  facts. 

Conferences  allow  for  a free  exchange  of 
opinion  by  practitioners  who  are  engaged  in 
the  daily  practice  of  medicine,  such  comprise 
the  majority  membership  in  most  state  asso- 
ciations, and  to  many  whose  opportunities 
are  more  limited  than  others  such  meetings 
are  most  valuable.  Any  and  all  methods  that 
lessen  the  dangers  and  increase  the  safety  of 
surgical  procedures ; obstetric  and  fracture 
problems ; conferences  of  a question  and  an- 
swer type  on  subjects  of  daily  happenings  in 
the  work  of  all  are  of  more  than  academic 
interest  and  furnish  opportunities  not  only 
for  the  continuance  of  graduate  education 
but  what  may  be  sometimes  considered  as  re- 
education. Programs  providing  instruction 
along  practical  and  every  day  lines  should 
be  the  objective  of  those  who  arrange  for  our 
county  and  state  association  meetings. 

Recognizing  the  impossibility  of  being  in 
two  places  at  once,  this  obtains  more  at  our 
State  than  County  meetings,  interested  phy- 
sicians often  find  symposiums  scheduled  for 


the  same  hour  that  they  would  like  very 
much  to  attend  and  participate  in.  It  is 
impossible  to  suggest  a way  out  for  that  sort 
of  situation  but  if  it  could  be  arranged  so 
that  the  Jourjstal  could  print  the  essential 
clinical  facts  of  great  value  and  a resume  of 
the  discussions  brought  out  in  these  smaller 
meetings  we  could  have  for  reference  and 
study  the  experiences  of  men  decidedly  worth 
while.  Perhaps  it  might  be  arranged  that 
certain  symposiums  of  interest  to  the  major- 
ity could  be  presented  so  as  to  be  more  avail- 
able. The  idea  is  suggested  that  a symposium 
on  diseases  of  the  gall  bladder  and  ducts,  in- 
volving as  it  does,  the  correlated  efforts  of 
internists,  surgeons,  roentgenologists  and 
pathologists,  could  very  well  employ  a full 
morning  or  afternoon  session ; fractures  and 
the  employment  of  modern  fracture  appara- 
tus clinically  demonstrated  is  another  sugges- 
tion and  undoubtedly  the  scientific  committee 
would  welcome  requests  and  suggestions  from 
members  on  other  topics. 


The  President-Elect  of  the 
American  Medical  Association 

In  these  troubled  times  and  most  distress- 
ing conditions  there  must  result  a certain 
feeling  of  security  when  men  of  ability,  judg- 
ment and  common  sense  are  appointed  to 
positions  demanding  such  qualifications.  The 
American  Medical  Association  for  many 
years  has  been  most  fortunate  in  that  it  has 
elected  to  official  positions  men  whose  experi- 
ence and  proven  worth  warranted  our  confi- 
dence. Their  tasks  have  been  burdensome, 
much  has  been  expected  and  required  of  them 
and  they  have  well  fulfilled  positions  de- 
manding much  sacrifice. 

The  medical  profession  of  Hew  England 
is  proud  of  the  high  honor  accorded  I)r. 
Lahey.  As  a surgeon,  teacher  and  loyal  mem- 
ber of  his  profession  his  record  stands  un- 
questioned. Better  than  that,  in  some  ways, 
he  brings  to  his  office  a much  needed  keen 
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understanding  of  tlie  many  problems  that 
today  vex  and  perplex  not  only  the  profes- 
sion of  medicine  hut  the  public  it  serves. 
That  these  problems  must  be  solved  no  one 
questions;  but  they  must  be  solved  by  those 
with  practical  experience  in  the  practice  of 
medicine.  Those  with  axes  to  grind,  the  radi- 
cals in  and  out  of  the  profession  and  those 
whose  motives  are  open  to  doubt  and  serious 
question  have  added  nothing  but  confusion  to 


a situation  demanding  clear  heads,  clear 
thinking  with  more  light  and  less  heat.  The 
profession  knows  full  well  that  the  high  posi- 
tion of  leadership  given  to  Dr.  Lahey  will  be 
filled  with  credit  and  distinction ; the  public 
can  be  assured  that  a physician  sympathetic 
with  their  problems  and  worthy  of  the  utmost 
confidence  and  trust  has  been  nominated  to 
one  of  the  highest  honors  his  profession  can 
bestow. 


Quarterly  Journal  of  Studies  on 
Alcohol 

With  the  discontinuance  of  the  British 
Journal  of  Inebriety , the  Quarterly  Journal 
of  Studies  on  Alcohol , published  by  The  Jour- 
nal of  Studies  on  Alcohol,  Inc.,  Hew  Haven, 
becomes  the  only  scientific  publication  in  the 
English  language  devoted  to  the  problems  of 
alcohol.  That  alcohol  is  a public  health  prob- 
lem of  great  importance  hardly  needs  men- 
tioning. The  American  Association  for  the 
Advancement  of  Science  recently  formed  a 
Research  Council  on  Problems  of  Alcohol 
and  has  chosen  the  Journal  as  its  official 
organ. 

Under  the  editorship  of  Howard  W.  Hag- 
gard, M.  D.,  of  Yale  University,  the  Journal 
can  be  depended  on  to  collect  and  present- 
valid  information  concerning  the  problems 
of  alcohol  and  alcoholism.  Yol,  I,  Ho.  1, 
has  a most  interesting  and  valuable  medico- 
legal review  on  the  admissibility  of  chemical 
evidence  on  the  issue  of  intoxication  under 
the  motor  vehicle  laws.  Comment  on  the 
Maine  statute  would  indicate  that  it  is  some- 
what ambiguous  in  that  it  does  not  refer  to 
any  kind  of  permissible  tests.  In  view  of 
the  rapid  development  of  the  breath  and 
urine  tests,  the  results  of  which  normally 
express  the  alcoholic  contents  of  the  blood, 
the  Maine  statute,  while  it  may  be  cons  timed 
to  permit  such  usage,  does  not  in  the  opinion 
of  the  reviewer  contemplate  it  and  he  goes 
further  when  he  says  that  future  statutes 
should  go  beyond  the  one  in  Maine  and  par- 
ticularize the  kind  of  test  which  may  be  used 
to  measure  the  alcohol  content  of  the  de- 
fendant’s blood.  This  review  is  recommended 
to  prosecuting  officers,  medical  examiners 


and  pathologists  whose  duties  bring  them  in 
contact  with  the  criminal  courts  since  prose- 
cutions for  driving  under  the  influence  of 
alcohol  are  becoming  more  numerous.  It  is 
earnestly  recommended  that  the  coming 
Legislature  appoint  a committee  to  meet  with 
competent  workers  on  this  important  subject 
that  we  may  have  a statute  in  Maine  that  will 
safeguard  the  interests  of  the  State  and  set 
out  in  definite  and  clear  terms  the  procedures 
recognized  and  that  must  be  followed. 


Austin  Albert  Hayden, 

1881-1940 

Organized  medicine  has  indeed  lost  a loyal 
friend  in  the  death  of  Doctor  Hayden.  Sec- 
retary of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association,  distinguished 
worker  in  the  field  of  ophthalmology  and  oto- 
laryngology, he  was  above  all  a friend  of  the 
general  practitioner.  His  record  as  a leader 
in  medical  advancement  can  well  serve  as  an 
example  to  all  and  it  certainly  seemed  that  no 
task  was  placed  on  his  shoulders  that  was  not 
accepted  willingly  and  carried  out.  A most 
genial  and  kind  man,  he  could  and  did  fight 
to  the  utmost  of  his  ability  for  the  preserva- 
tion of  the  right  of  medicine  to  be  a free  and 
independent  profession.  His  counsel  on  per- 
plexing and  matters  of  interest  to  the  rank 
and  file  of  his  colleagues  was  often  sought 
and  never  in  vain.  He  thought  well  and 
fairly  and  he  gave  utterance  to  his  conclu- 
sions in  language  easily  understood.  If  he 
had  a motto  it  might  have  been : “What  can 
I do  for  the  common  good.”  He  did  a great 
deal  and  he  did  it  well.  A wonderful  friend 
has  gone  and  he  will  be  greatly  missed. 
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Guy  L.  Burritt,  M.  D., 

1868-1940 

Doctor  Guy  L.  Burritt,  71,  practicing  physician 
in  the  town  of  Harrington,  Maine,  for  36  years, 
passed  away  April  30,  1940,  following  a brief  ill- 
ness. Doctor  Burritt  was  born  in  Hinesburg,  Ver- 
mont, September  15,  1868,  attended  the  University 
of  Vermont  and  was  graduated  from  the  Univer- 
sity of  Baltimore  in  1901.  He  practiced  in  West- 
ford,  Vermont,  then  moved  to  Harrington,  Maine, 
where  he  practiced  continuously  up  to  the  time 
of  his  death.  In  1906  he  married  Mabelle  R.  Grace, 
who  survives  him,  other  survivors  are  a daughter 
Vena  Plummer  of  Bangor,  Maine,  and  a son  Lan- 
don  of  Chicago,  Illinois,  both  by  a former  marriage. 

For  several  years  he  served  as  a member  of  the 
School  Board.  He  was  a member  of  the  Masonic 
Lodge  and  Anah  Temple,  a member  of  the  Ameri- 
can Legion,  and  the  Maine  Medical  Association.  He 
served  as  1st  Lieutenant  in  the  World  War,  later 
gaining  the  rank  of  Captain. 

The  funeral  services  were  held  May  2,  1940,  at 
his  late  residence  in  Harrington,  and  were  very 
largely  attended.  There  was  a beautiful  display  of 
flowers,  mute  evidence  of  the  high  esteem  in  which 
he  was  held. 

Th  honorary  bearers  were  Silas  Gibson.  E.  M. 
Frye,  Melville  Drisko  and  Harley  Worcester.  Ac- 
tive bearers  were  Harry  Rand,  Harry  Stevens, 
Horace  Kennedy  and  Wilbur  Robinson,  all  mem- 
bers of  the  American  Legion  of  which  Doctor  Bur- 
ritt was  a member  and  Commander. 

Doctor  Burritt  will  be  remembered  as  a staunch 
friend  and  a most  highly  esteemed  citizen  of  Har- 
rington, and  his  death  will  be  mourned  by  the 
entire  community. 


Edward  C.  Cook,  M.  D., 

1869-1940 

Doctor  Edward  C.  Cook  died  at  his  home  in  York 
Village,  July  9,  after  an  illness  of  several  months. 
No  one  person’s  death  in  a community  could  have 
caused  a deeper  sense  of  personal  loss;  it  would  be 
hard  to  find  in  the  town  a home  where,  during  his 
long  years,  he  had  not  at  some  time  given  help 
and  comfort. 


The  only  son  of  the  late  Edward  Hansen  and 
Annie  Hamblin  Cook,  he  was  born  in  Vassalboro, 
Maine,  on  August  30,  1869.  Of  Quaker  parentage, 
he  thus  automatically  became  a birthright  member 
of  the  Vassalboro  Quaker  meeting. 

He  was  a graduate  of  the  Quaker  School,  Oak 
Grove,  at  Vassalboro.  After  graduating  from  Bow- 
doin  Medical  School,  Doctor  Cook  began  his  prac- 
tice in  York  Village. 

In  November,  1895,  Doctor  Cook  was  married  to 
Sally  Moody  of  York. 

Doctor  Cook  was  interested  in  everything  having 
to  do  with  the  town  he  grew  to  love  so  well;  he 
was  Past  Master  of  St.  Aspinquid  Lodge,  a Past 
Patron  of  the  Eastern  Star;  a member  of  the  First 
Parish  Church  of  York  Village,  he  had  long  been 
an  assessor  of  the  Parish;  he  served  the  town 
faithfully  and  well  many  years  ago  as  superin- 
tendent of  schools;  he  was  a member  of  the  Old 
York  Historical  and  Improvement  Society.  Doctor 
Cook  served  as  President  of  the  York  County  Medi- 
cal Association  and  Vice-President  of  the  Maine 
Medical  Association,  and  was  a member  of  the 
American  Medical  Association. 

Doctor  Cook  was  largely  responsible  for  the  es- 
tablishment of  York  Hospital.  He  had  become 
widely  known  for  his  success  in  Obstetrics;  during 
his  forty-five  years  of  practice  he  had  delivered 
nearly  fifteen  hundred  babies  and  his  patients 
came  to  him  from  many  parts  of  the  country. 

Every  few  years  it  had  been  his  custom  to  go  to 
Boston  for  courses  on  obstetrics  at  Harvard  Medi- 
cal School  and  Massachusetts  General  Hospital. 

Besides  his  widow,  Doctor  Cook  is  survived  by 
one  son,  Edward  M.  Cook,  M.  D.,  of  York  Harbor, 
Maine,  and  one  grandson,  Edward  M.  Cook,  Jr. 
There  are  two  sisters,  Mrs.  Harriet  Fernald  and 
Mrs.  Annie  Starkey,  both  of  Falmouth,  Maine. 

Funeral  services  were  held  July  14,  at  the  First 
Parish  Church  at  York  Village,  Maine,  with  the 
largest  attendance  ever  present  at  a funeral  in  that 
church. 


Louis  A.  Derry,  M.  D., 

1880-1940 

Doctor  Louis  A.  Derry,  60,  died  at  his  home  in 
Portland,  Maine,  June  17,  1940,  following  several 
months  of  failing  health.  He  had  been  a practicing 
physician  in  Portland  for  33  years. 
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Doctor  Derry  was  born  in  Portland,  Maine,  Feb- 
ruary 10,  1880,  son  of  Adolphus  and  Catherine 
Dolan  Derry,  and  was  graduated  from  Holy  Cross 
College  in  1902  and  from  the  Bowdoin  Medical 
School  in  1906.  After  serving  his  internship  in 
the  Boston  City  Hospital  he  started  his  practice 
in  Portland  in  1907. 

A general  family  practitioner,  he  had  since  1933 
been  president  of  the  medical  staff  of  Queen’s 
Hospital  and  had  served  for  some  time  as  director 
of  the  Hospital. 

From  1910  until  the  school  was  discontinued 
Doctor  Derry  was  instructor  in  materia  medica, 
pharmacology  and  therapeutics  at  Bowdoin  Medi- 
cal School.  He  married  Miss  Edith  M.  Hall,  July 
1,  1904,  who  survives  him. 

Doctor  Derry  was  a member  of  Portland  Council, 
K.  of  C.,  Portland  Lodge  of  Elks,  the  Cumberland 
County  Medical  Society,  Maine  Medical  Associa- 
tion, American  Medical  Association,  and  the  Amer- 
ican College  of  Surgeons. 

Besides  his  widow,  he  leaves  a son,  Richard  H., 
and  a sister,  Mrs.  Henry  Cleaves  Sullivan,  both  of 
this  city,  and  a brother,  Doctor  George  Herman 
Derry  of  Detroit,  Michigan. 


Willis  F.  Hart,  M.  I)., 

1859-1940 

Doctor  Willis  F.  Hart,  81,  died  at  his  home  in 
Camden,  Maine,  June  25,  1940.  He  had  practiced 
medicine  in  Camden  for  49  years,  moving  there 
from  Exeter  where  five  years  earlier  he  had  start- 
ed his  career  as  a doctor.  Doctor  Hart,  a Past- 
President  of  the  Maine  Medical  Association,  re- 
ceived the  Association’s  gold  medal  in  recognition 
of  fifty  years  in  the  practice  of  medicine  in  1936. 

He  was  born  in  Holden,  Maine,  the  son  of  Fran- 


cis King  and  Sylvania  B.  Goodwin  Hart,  and  at- 
tended the  schools  of  that  town.  He  was  gradu- 
ated from  the  Maine  Central  Institute  in  1882  and 
from  Bowdoin  Medical  School  in  1886. 

He  was  a member  of  the  Maine  Medical  Associa- 
tion, the  American  Medical  Association,  Amity 
Lodge  and  Keystone  Chapter  of  Masons.  He  took 
an  active  interest  in  the  affairs  of  the  town  and 
previous  to  his  resignation  last  spring  was  presi- 
dent of  the  Home  for  Aged  Women  for  eleven 
years. 

He  leaves  besides  his  widow,  who  was  formerly 
Mary  A.  Gilmore  of  Dedham,  two  sons,  Fred  W. 
Hart  of  Wilmington,  Delaware,  and  Frank  M. 
Hart  of  Ridley  Park,  Pennsylvania,  three  grand- 
children; a sister,  Miss  Clara  B.  Hart,  and  a 
brother  H.  M.  Hart,  both  of  Bangor. 


George  Hayward  Coburn, 
1855-1940 

Doctor  Coburn,  85,  died  Tuesday,  June  18,  1940, 
at  Rangeley  following  several  years  of  poor  health. 

He  was  born  March  10,  1S55,  in  Ripples,  N.  B., 
and  was  a graduate  of  the  University  of  Pennsyl- 
vania Medical  School  in  1875.  He  came  from 
Chicago  to  Rangeley  in  1920  and  carried  on  active 
practice  ‘there  until  about  two  years  ago  with  the 
exception  of  several  winters  spent  in  Philadelphia. 

Doctor  Coburn  was  a member  of  the  Franklin 
County  Medical  Society  and  an  Honorary  Member 
of  the  Maine  Medical  Association,  having  been 
presented  with  the  Association’s  gold  medal  in 
recognition  of  fifty  years  in  the  practice  of  medi- 
cine in  1931. 

He  is  survived  by  three  sons  and  two  daughters. 

Funeral  services  were  held  at  the  Baptist  Church 
in  Rangeley  on  Thursday,  June  20,  1940. 
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Joint  Meeting 

Aroostook , Kennebec,  Penobscot,  Piscata- 
quis, and  Somerset  County 
Medical  Societies 

Seventy-eight  members  and  guests  were  present 
at  a joint  meeting  of  the  Aroostook,  Kennebec, 
Penobscot,  Piscataquis,  and  Somerset  County 
Medical  Societies,  held  Thursday,  July  25th,  at 
Squaw  Mountain  Inn,  Greenville.  Some  members 
from  each  Society  were  present. 

Harvey  C.  Bundy,  President  of  the  Piscataquis 
County  Medical  Society,  presided  at  the  dinner. 
Thomas  A.  Foster  of  Portland,  President  of  the 
Maine  Medical  Association,  Carl  H.  Stevens  of 
Belfast,  Chairman  of  the  Council,  Frederick  R. 
Carter  of  Augusta,  Secretary-Treasurer,  and 
Joseph  A.  Pratt  of  the  Pratt  Diagnostic  Clinic  of 
Boston,  spoke  briefly  before  the  meeting  was 
adjourned  to  the  Pine  Room  for  the  Scientific 
Program. 

John  Homans  of  Boston  spoke  on  Head  In- 
juries, Acute  Intestinal  Obstruction,  Peripheral 
Arterial  Gangrene,  and  Empyema,  at  the  Surgical 
Panel  Discussion  conducted  by  Harrison  L.  Robin- 
son of  Bangor.  W.  B.  S.  Thomas  of  Dover-Fox- 
croft  spoke  on  The  Cause  of  Some  Diseases  of 
Unknown  Etiology.  Discussion  led  by  John  B. 
Thompson  of  Bangor  and  Fred  J.  Pritham  of 
Greenville  Junction  was  participated  in  by  many 
of  the  members  and  guests  present. 

Normax  H.  Nickersox,  Seo'etary, 
Piscataquis  County  Medical  Society. 


Change  of  Address 

Piscataquis 

John  B.  Curtis,  M.D.,  from  Brownville  Junction, 
Me.,  to  10  High  Street,  Milo,  Me. 

Sagadahoc 

A.  F.  Williams,  M.  D.,  from  14  Sewall  Street, 
Augusta,  Me.,  to  Phippsburg,  Me. 


New  Member 

Hancock 

Hyman  Millstein,  M.  D..  Southwest  Harbor,  Me. 


Charles  B.  Sylvester,  M.  D.,  Heads  Maine 
Public  Health  Association 

Doctor  Charles  B.  Sylvester  of  Portland,  Past 
President  and  Honorary  Member  of  the  Maine 
Medical  Association,  was  elected  President  of  the 
Maine  Public  Health  Association  at  its  29th  annual 
meeting  held  July  11th  at  the  Atlantic  Hotel, 
Kennebunk. 


The  Ralph  D.  Simons  Memorial  Clinic 

The  Ralph  D.  Simons  Memorial  Clinic,  a medical 
and  surgical  clinic,  formed  by  a group  of  doctors 
from  Gardiner  and  Richmond,  was  opened  in 
Gardiner  during  the  week  of  July  6th. 

Named  after  the  late  Doctor  Ralph  D.  Simons,  a 
practicing  physician  in  Gardiner  for  twenty-five 
years,  the  clinic  has  been  organized  with  the 
purpose  to  improve  service  to  the  public  by  pooling 
the  equipment  and  experience  of  the  group  of 
physicians. 

The  new  clinic  has  arranged  to  work  in  coop- 
eration with  the  Gardiner  General  Hospital  and 
will  have  access  to  all  of  the  hospital’s  laboratory 
facilities. 

Doctors  affiliated  with  the  clinic  are  C.  G.  Farrell, 
M.  D.;  Frank  B.  Bull,  M.  D.;  Allen  C.  Hurd,  M.  D.; 
and  Henry  Almond,  M.  D.;  all  of  Gardiner;  and 
Merrill  E.  Joss,  M.  D.,  of  Richmond.  Miss  Audrey 
Plaisted,  who  recently  resigned  from  the  teaching 
staff  at  Gardiner  High  School,  is  business  manager. 


Medical  Preparedness 

The  Officers  of  the  State  Association  are  glad  to 
announce  that  Doctor  John  G.  Towne  of  Waterville 
has  accepted  appointment  as  State  representative 
of  the  Committee  on  Medical  Preparedness  of  the 
American  Medical  Association.  The  Committee 
urges  individual  members  of  the  Association  to  fill 
out  the  questionnaires  recently  received  and  return 
them  at  the  earliest  possible  time. 
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Notices 


Annual  Meeting  of  the  Maine  Medico- 
Legal  Society 

The  annual  meeting  of  the  Maine  Medico-Legal 
Society  was  held  at  Rangeley  on  June  25,  1940, 
with  the  President,  Walter  S.  Stinchfield,  pre- 
siding. 

The  reports  of  the  Secretary,  Treasurer,  and 
Executive  Committee  were  read  and  accepted. 

Attorney  General  Franz  U.  Burkett  spoke  on  the 
new  law,  and  there  was  a general  discussion. 

It  was  voted  to  authorize  the  Executive  Com- 
mittee and  the  Attorney  General  to  make  recom- 
mendations to  the  next  Governor  on  the  appoint- 
ment of  Medical  Examiners. 

Dr.  Timothy  Leary  of  Boston  was  present  and 
took  part  in  the  discussions. 

Dr.  H.  L.  Dobson  of  Presque  Isle  was  elected  to 
membership. 

An  interesting  case  was  discussed  by  the  Medi- 
cal Examiner,  County  Attorney,  and  Pathologists 
concerned. 

The  following  officers  were  elected  for  the  com- 
ing year: 

President — Franz  TJ.  Burkett,  Portland. 

Vice-President — William  Holt,  Portland. 

Secretary — G.  L.  Pratt,  Farmington. 

Treasurer — W.  S.  Stinchfield,  Skowhegan. 

George  L.  Pratt,  Secretary. 


Navy  Medical  Corps 

Doctors  are  urgently  needed  for  the  United 
States  Navy  to  bring  its  permanent  Medical  Corps 
to  full,  peace  time  strength. 

Examinations  for  appointments  as  commissioned 
officers  in  the  Medical  Corps  are  to  be  held  on  Au- 
gust 19,  1940,  at  the  Naval  Hospital,  Chelsea,  and 
various  other  Naval  Hospitals  throughout  the 
country. 

Applicants  for  appointment  must  be  male  grad- 
uates of  a Class  “A”  medical  school;  have  com- 
pleted an  internship  in  a recognized  hospital;  be 
less  than  32  years  of  age  at  the  time  they  receive 
their  commissions;  he  citizens  of  the  United 
States,  and  be  physically  and  professionally 
qualified. 

Professional  qualifications  must  be  demonstrated 
by  competitive  written,  oral  and  practical  exam- 
inations embracing  the  subjects  of  (1)  General 
Medicine,  (2)  General  Surgery,  (3)  Obstetrics  and 
Gynecology  and  (4)  Preventive  Medicine  and  Med- 
ical Jurisprudence. 

The  pay  and  allowances  for  the  newly  appointed 
Medical  Officer  is  $2,699  per  year  if  he  has  no  de- 
pendents, and  $3,158  per  year  if  he  has  dependents. 

Additional  information  may  be  obtained  by  ad- 
dressing a letter  to  the  Bureau  of  Medicine  and 
Surgery,  Navy  Department,  Washington,  D.  C. 
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of  valvular  incompetence  by  ligation  at  de- 
finable critical  points.  Injection  of  sclerosing 
solutions  must  be  considered  as  a merely  sup- 
plementary measure. 

If  varicose  veins  are  treated  early  they 
need  not  go  on  to  the  complications  of  ul- 
ceration and  hemorrhage. 

Bibliography 

1.  Brodie,  Sir  Benjamin  C.:  Lectures  Illustra- 

tive of  Various  Subjects  in  Pathology  and 
Surgery,  Longman,  Brown,  Green  & Longman, 
London,  7:157,  1846. 

2.  Mahorner,  H.  R.,  and  Ochsner,  A.:  Modern 

Treatment  of  Varicose  Veins  As  Indicated  by 
the  Imparative  Tourniquet  Test.  Annals  of 
Surgery , 107:927,  June,  1938. 

3.  Homans,  John:  Operative  Treatment  of  Vari- 
cose Veins  and  Ulcers,  Based  Upon  a Classifi- 
cation of  These  Lesions.  Surgery,  Gynecology 
and  Obstetrics,  22:143,  1916. 

4.  Faxon,  H.  H.:  The  Treatment  of  Varicosities; 
Pulmonary  High  Ligation  of  the  Internal 
Saphenous  Vein  with  the  Injection  of  Scleros- 
ing Solutions.  Arch.  Surgery,  29:794,  Nov., 
1934. 

5.  Edward,  E.  A.:  The  Treatment  of  Varicose 

Veins;  Anatomical  Factors  of  Ligation  of  the 
Great  Saphenous  Vein.  Surgery,  Gynecology 
and  Obstetrics,  59:916,  Dec.,  1934. 


6.  Linton,  R.  R.:  Communicating  Veins  of  the 

Lower  Leg  and  an  Aquative  Technique  for 
Their  Ligation.  Annals  of  Surgery,  107:582, 
April,  1938. 

7.  Freeman,  N.  E.:  Physiological  Principles  in 

the  Treatment  of  Varicose  Veins.  Surg.  Clin. 
North  America,  1525,  Dec.,  1939. 

8.  Adams,  J.  C.:  Etiological  Factors  in  Varicose 
Veins  of  the  Lower  Extremities.  Surgery, 
Gynecology  and  Obstetrics,  69:717,  Dec.,  1939. 

9.  Howard,  Jackson,  C.  R.,  and  Mahon,  E.  J. : 
Recurrence  of  Varicose  Veins  Following  In- 
jection. Arch.  Surgery,  22:353,  1931. 

10.  Mahorner,  H.  R.,  and  Ochsner,  A.:  A New 

Test  for  Evaluating  Circulation  in  the  Venous 
System  of  the  Lower  Extremity  Affected  by 
Varicosities.  Arch.  Surgery,  33:479,  1936. 

11.  Ochsner,  A.,  and  Mahorner,  H.  R.:  Varicose 

Veins:  C.  V.  Mosby  Co.,  St.  Louis,  1939. 

12.  Linton,  R.  R.:  Post-phlebitic  Varicose  Ulcer. 

Neio  England  Journal  Medicine,  219:367,  Sept. 
15,  1938. 

13.  Edward,  E.  A.,  and  Edward,  J.  E.:  The  Effect 
of  Thrombophlebitis  on  the  Venous  Valve.  Sur- 
gery, Gynecology  and  Obstetrics,  65:31,  Sept., 

1937. 

14.  Faxon,  H.  H.,  and  Barrow,  D.  W.:  End  Re- 

sults of  High  Ligation  and  Injection  in  the 
Treatment  of  Varicose  Veins.  Surgery,  3:518, 

1938. 


Volume  XXXI,  No.  8 


Book  Reviews 


231 


Book  Reviews 


“ The  Management  of  Obstetric  Difficulties ” 

By:  Paul  Titus,  M.  D.,  Obstetrician  and  Gynecol- 
ogist of  The  St.  Margaret  Memorial  Hos- 
pital, Pittsburgh;  Consulting  Obstetrician 
and  Gynecologist  to  the  Pittsburgh  City 
Homes  and  Hospital,  Mayview,  and  to  The 
Homestead  Hospital,  Homestead,  Pa.;  Sec- 
retary of  The  American  Board  of  Obstetrics 
and  Gynecology. 

With  368  Illustrations  and  5 Color  Plates. 

Second  Edition. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
Mo.,  1940.  Price,  $10.00. 

The  author  feels  that  enough  new  material  has 
been  accumulated  within  the  past  three  or  four 
years  on  the  relief  of  sterility,  sulphanilamide 
therapy,  X-ray  pelvimetry,  management  of  preg- 
nancy and  obstetrics  that  a new  edition  of  his  well 
received  book  has  become  a necessity.  Seventy- 
five  new  illustrations  and  eighty-eight  pages  have 
been  added. 

Now  as  ever  before,  Dr.  Titus  wishes  to  impress 
the  medical  profession  with  the  seriousness  of  the 
duties  of  the  obstetrics-practicing  general  practi- 
tioner toward  the  mother,  the  child,  and  the  medi- 
cal profession.  He  believes  that  mortality  of  moth- 
er or  child,  accidents  of  various  types,  infection 
and  post-partum  complications  could  be  greatly  re- 
duced if  every  hospital  would  enforce  the  rules 
which  are  posted  in  the  scrub  room  adjoining  the 
delivery  room  of  the  hospital  in  which  he  is  prac- 
ticing. The  sign  reads:  “All  physicians  attending 
obstetric  patients  in  this  Hospital  shall  be  required 
to  call  a consultant  either  from  the  official  ob- 
stetric staff  of  this  Hospital,  or  that  of  another 
approved  hospital,  in  all  instances  of  ante-partum 
hemorrhage,  of  toxemia,  and  of  prolonged  labor 
(longer  than  24  hours)  or  delayed  delivery,  and 
before  they  may  undertake  in  this  hospital  any 
obstetric  operation  of  greater  extent  than  low 
forceps  delivery.  These  consultations  are  made 
without  fee  unless  the  patient’s  own  physician  re- 
quests that  a charge  be  made.  Interns  are  not  per- 
mitted to  undertake  any  obstetric  operations  ex- 
cept when  a member  of  the  official  staff  of  this 
Hospital  is  in  direct  attendance  and  present.” 

In  addition  he  urges  that  “the  profession  should 
continue  to  encourage  every  effort  which  tends  to 
impress  women  of  all  classes  with  the  importance 
and  necessity  of  good  prenatal  care,  and  skilled, 
conservative  medical  attention  during  labor,  deliv- 
ery, and  the  puerperium.” 

The  sole  purpose  of  this  book  is  to  offer  expert 
advice  for  expert  service  in  the  management  of  ob- 
stetric difficulties.  The  response  of  the  profession 
to  the  former  edition  promises  equally  gratifying 
reception  of  the  revised  new  edition. 


“ Cancer  in  Childhood  and  a Discussion  of 
Certain  Benign  Tumors ” 

Edited  by  Harold  W.  Dargeon,  M.  D.,  F.  A.  A.  P., 
Attending  Pediatrician,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases,  New  York; 
Associate  Pediatrician,  St.  Luke’s  Hospital, 
New  York;  Associate  Pediatrician,  New 


York  Foundling  Hospital;  Instructor  in 
Pediatrics,  College  of  Physicians  and  Sur- 
geons, Columbia  University. 

Illustrated. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $3.00. 

The  editor,  in  collaboration  with  ten  co-authors 
presents  here  a series  of  articles,  primarily  for 
the  purpose  of  emphasizing  the  fact  that  cancer  in 
childhood  is  one  of  the  important  children’s  dis- 
eases. The  information  contained  in  this  sym- 
posium has  been  collected  from  a comparatively 
large  group  of  children  housed  in  a hospital  en- 
tirely devoted  to  the  study  and  treatment  of  tu- 
mors by  members  of  the  various  departments  of 
the  Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases in  New  York.  The  small  work  represents  a 
valuable  contribution  to  the  cancer  problem  and 
its  literature. 


“ Diseases  of  the  Gallbladder  and 
Bile  Ducts ” 

By:  Waltman  Walters,  B.  S.,  M.  D.,  M.  S.  in  Sur- 
gery, Sc.  D.,  F.  A.  C.  S.,  Head  of  Section  in 
Division  of  Surgery,  The  Mayo  Clinic;  Pro- 
fessor of  Surgery,  The  Mayo  Foundation 
(University  of  Minnesota); 

and  Albert  M.  Snell,  B.  S.,  M.  D.,  M.  S.  in  Medi- 
cine, F.  A.  C.  P.,  Head  of  Section  in  Division 
of  Medicine,  The  Mayo  Clinic;  Professor  of 
Medicine,  The  Mayo  Foundation  (University 
of  Minnesota), 

with  342  illustrations  on  195  figures. 

Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $10.00. 

This  book,  the  work  of  the  combined  efforts  of 
the  authors,  in  collaboration  with  eight  other  con- 
tributors, is  dedicated  to  the  genius  of  the  late 
Doctors  W.  J.  Mayo  and  C.  H.  Mayo,  and  the  staff 
of  the  Mayo  Clinic.  In  it  the  authors  have  tried  to 
present  informative  material  directly  or  indirectly 
concerned  with  pathologic  alterations  in  the  gall 
bladder  and  bile  ducts,  which  is  capable  of  direct 
practicable  applicability.  They  kept  in  mind  that 
the  practicing  physician  is  interested  primarily  in 
the  latest  available  practicable  knowledge  and  only 
secondarily  in  the  theoretical  background  of  the 
same,  even  though  he  is  always  fully  aware  that 
both  theoretical  and  practical  knowledge  as  well 
as  technical  skill  are  necessary  for  better  under- 
standing of  the  subject  material  under  considera- 
tion. 

The  work  is  composed  of  five  parts.  In  Part  I, 
anatomy,  physiology  and  pathology  of  the  gall 
bladder  and  bile  ducts  are  considered.  Part  II  deals 
with  the  diseases  of  the  gall  bladder.  Part  III  des- 
cribes the  diseases  of  the  bile  ducts.  Part  IV  shows 
the  most  appropriate  medical  and  surgical  treat- 
ment. Part  V is  composed  of  chapters  dealing  with 
pre-operative  and  post-operative  care.  There  is  an 
appendix  in  which  the  technical  set-up  of  the  oper- 
ating room  is  given  in  detail. 

The  authors  call  attention  to  the  unfortunate 
tendency  that  has  developed  among  some  physi- 
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cians  of  attempting  medical  treatment  in  frankly 
surgical  conditions.  They  prove  by  satisfactory 
argument,  based  on  experience,  that,  even  in  cases 
where  roentgenologic  examination  is  doubtful  or 
negative,  timely  appropriate  surgical  intervention 
coupled  with  skillfully  executed  surgical  technique 
almost  invariably  brings  relief  from  pain  for  the 
patients,  especially  in  those  suffering  with  chole- 
cystic disease. 


“ Minor  Surgery ” 

By:  Frederick  Christopher,  S.  B.,  M.  D.,  F.  A. 
C.  S.,  Associate  Professor  of  Surgery  at  the 
Northwestern  University  Medical  School, 
Chicago.  Chief  Surgeon  at  the  Evanston 
(111.)  Hospital, 

with  a Foreword  by  Allen  B.  Kanavel,  M.  D., 
F.  A.  C.  S. 

Fourth  Edition,  Reset 

with  639  Illustrations. 

Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $10.00. 

The  concept  “Minor  Surgery”  can  be  explained 
and  elucidated  only  with  difficulty,  yet  every  grad- 
uate of  medicine  feels  reasonably  certain  what  it 
includes.  By  far  the  largest  amount  of  the  average 
general  practitioner’s  surgery  is  of  minor  magni- 
tude technically,  yet  highly  important  in  the  pa- 
tient’s life  because  most  of  his  injuries,  wounds 
and  infections  are  of  a minor  nature  but  very 
painful  and  require  quick  appropriate  medical  and 
surgical  attention.  The  author  of  “Minor  Surgery” 
has  created  a highly  useful  book,  filled  with  sound 


advice  for  the  care  in  a great  variety  of  afflictions. 
In  the  present  edition  much  new  material  appears 
for  the  first  time  in  book  form.  Old  material  has 
been  replaced  by  new.  Simple  methods  of  treat- 
ment are  emphasized  because  they  were  found  to 
be  superior  to  complicated  chemical  formulas  or 
mechanical  devices.  Many  sections  have  been 
largely  rewritten,  such  as  the  ones  which  deal 
with  methods  of  treatment  of  varicose  veins, 
thrombophlebitis,  head  injuries,  low  back  pain, 
acute  osteomyelitis,  chondroma,  and  of  blood 
grouping,  blood-transfusion,  Wangensteen  suction 
in  dilation  of  the  stomach  and  intestine.  With  Dr. 
Christopher  “Minor  Surgery”  assumes  major  im- 
portance in  the  professional  success  of  the  prac- 
ticing physician. 


“ The  March  of  Medicine ” 

Edited  by  the  Committee  on  Lectures  to  the  Laity 
of  the  New  York  Academy  of  Medicine. 

Published  by  Columbia  University  Press,  New 
York;  Morningside  Heights,  1940.  Price,  $2.00. 

The  romantic  story  of  medicine  has  been 
shrouded  in  mystery  for  many  years.  The  New 
York  Academy  of  Medicine  has  been  sponsoring 
highly  successful  lectures  dealing  with  the  more 
interesting  phases  or  periods  of  medical  history. 
The  present  book  is  number  four  of  the  series. 
The  lectures  are  delivered  in  popular  language. 
Those  published  in  this  volume  deal  with  folk- 
ways in  medicine,  health  in  Elizabethan  England, 
the  C.  K.  Drinker  family,  romance  in  modern  sur- 
gery and  the  story  of  insanity  and  psychiatry. 
The  text  material  is  sufficiently  authoritative  and 
simple  enough  to  be  of  value  to  all  readers  with 
marginal  interests  in  medicine. 


SILVER  PICRATE 


HAS  SHOWN  A CONVINCING  RECORD*  OF 
EFFECTIVENESS  IN  ACUTE  ANTERIOR  URETHRITIS 

due  to  Neisseria  gonorrheae  • Trichomonas  vaginalis 

Monilia  albicans 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite  chemical 
combination  with  picric  acid.  Dosage  form  for  use  in  anterior  urethritis: 

Wyeth’s  Silver  Picrate  Crystals  in  an  aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genitourinary  and 
gynecological  practice  will  be  mailed  on  request. 

^“Treatment  of  Acute  Anterior  Urethritis  with  Silver  Picrate,”  Knight  and  Shelanski,  AMERICAN  JOURNAL 
OF  SYPHILIS,  GONORRHEA  AND  VENEREAL  DISEASES,  Vol.  23,  No.  2,  pages  201-206,  March,  1939. 

JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA,  PA. 
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“Elmer  and  Rose  Physical  Diagnosis ” 

Revised  by:  Harry  Walker,  M.  D.,  F.  A.  C.  P., 
Associate  Professor  of  Medicine,  Medical 
College  of  Virginia,  Richmond,  Va. 

With  295  Illustrations. 

Eighth  Edition. 

Published  by  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $8.75. 

In  the  present  revision  the  author  has  followed 
the  example  of  the  authors  of  the  original  edition. 
All  physical  signs  are  described.  The  more  im- 
portant ones  are  given  preference,  the  unimportant 
and  useless  ones  are  mentioned  for  completion  of 
the  picture.  An  attempt  has  been  made  to  rear- 
range the  chapters  so  as  to  have  them  conform  to 
the  usual  technique  and  progression  of  the  routine 
physical  examination.  A great  many  changes  have 
been  made  so  that  the  text  closely  conforms  with 
present-day  medical  opinion. 

The  chapter  on  neuropsychiatric  examination 
was  written  by  Jas.  Asa  Shield,  M.  D.,  of  Rich- 
mond, Va.;  the  ones  on  diagnosis  of  the  abnor- 
malities of  the  heart  beat  and  electro  cardiography 
by  Drew  Luten,  M.  D.,  of  St.  Louis,  Mo.;  and  the 
chapter  on  bronchoscopy,  esophagoscopy,  and  gas- 
troscopy in  the  diagnosis  of  diseases  of  the  air 
passages  and  upper  gastrointestinal  tract  by  Porter 
P.  Vinson,  B.  S.,  M.  A.,  M.  D.,  D.  Sc.,  Richmond,  Va. 

Naturally  the  authors  try  to  force  home  to  their 
readers  the  necessity  of  thoroughly  studying  the 
entire  patient  by  all  medically  recognized  means 
and  methods  of  investigation. 


“Compendium  of  Regional  Diagnosis  in 

Lesions  of  the  Brain  and  Spinal  Cord ” 

A Concise  Introduction  to  the  Principles  of  Locali- 
zation of  Diseases  and  Injuries  of  the 
Nervous  System 

By:  Robert  Bing,  Professor  of  Neurology,  Uni- 
versity of  Basel,  Switzerland. 

Translated  and  Edited  by  Webb  Haymaker,  As- 
sistant Clinical  Professor  of  Neurology  and  Lec- 
turer in  Neuro- Anatomy,  University  of  California. 
Eleventh  Edition. 

With  125  Illustrations,  27  in  color,  and  7 plates. 
Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $5.00. 

Thirty  years  ago  the  first  Compendium  was  pub- 
lished. However,  in  spite  of  its  excellency  and 
vitality,  this  remarkable  work  has  never  been  suffi- 
ciently accessible  to  the  English  speaking  medical 
student  and  practitioner.  The  American  reader  is 
especially  fortunate  to  receive  a translation  which 
is  practically  devoid  of  the  usually  present  trans- 
lator literalness  and  idiomatic  peculiarities,  be- 
cause Professor  Bing  generously  gave  permission 
to  employ  the  latitude  of  expression  and  freedom 
in  amplification  necessary  in  order  to  produce  a 
work  worthy  of  enjoinment  into  the  family  of 
masterpieces  in  medical  literature.  It  may  be 
stated  that  this  Compendium  is  a condensation  of 
the  recently  and  admirably  translated  “Textbook 
of  Nervous  Diseases”  by  the  same  author  and 
translator. 
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Psychotherapy  in  General  Medical  Practice* 

By  M.  Ralph  Kaufman,  M.  D.,  Boston,  Massachusetts 


The  practice  of  medicine,  genealogically 
speaking,  is  more  or  less  directly  descended 
from  individuals  who  primarily  practiced 
psychotherapy,  whether  they  recognized  it  as 
such  or  not.  The  medicine  man,  the  shaman, 
the  Priest  of  Ivos,  who  treated  illness  accord- 
ing to  their  own  well-estahlislied  formulae  by 
prayer,  abjuration,  or  driving  out  the  demon, 
fundamentally  maintained  the  view  that  sick- 
ness was  not  due  solely  to  physical  causes,  in 
the  same  sense  in  which  we  do  today.  What 
could  be  removed  by  prayer  could  be  caused 
by  sin.  In  other  words,  certain  methods 
based  on  psychic  factors  were  of  paramount 
importance  in  the  early  practice  of  medicine  ; 
and  a trephined  skull  may  be  as  much  evi- 
dence of  a theory  of  medicine  which  treated 
illness  by  making  a “hole  in  the  head”  to 
allow  for  the  escape  of  a demon,  as  of  an 
effort  to  cause  a decrease  in  intracranial  pres- 
sure. 

To  the  medical  man  in  general  practice, 
many  of  his  patients  present  problems  which 
are  easily  recognized  as  being  psychogeneti- 
cally  determined,  even  though  many  of  them 


seem  on  the  surface  to  have  only  a somatic 
etiology.  It  is  perhaps  due  to  a certain  type 
of  emphasis  in  medical  education  that  we 
tend  to  consider  the  test-tube,  the  stethoscope 
and  laboratory  more  scientific  than  what  the 
patient  tells  us,  how  he  tells  it,  and  what 
type  of  problem  he  presents.  The  patient’s 
statement  of  his  complaints,  how  he  verbal- 
izes them,  what  emotional  reaction  he  shows 
to  them,  are  data  exactly  as  scientific  as  the 
rales  which  we  hear  in  the  apex. 

Most  of  you  would  readily  agree  that  for 
the  most  part  your  patients  present  problems 
to  you  that  are  not  intrinsically  bound  up 
with  the  system  in  which  the  organic  illness 
is  lodged.  Recent  medical  tradition  has  un- 
fortunately tended  to  emphasize  the  system 
as  a unit  and  to  look  upon  the  patient  as  the 
carrier  of  the  system,  rather  than  to  deal 
with  the  individual  as  a total  organism.  Cer- 
tain types  of  illness  are  reacted  to  by  the 
majority  of  people  not  only  in  terms  of  the 
organic  pathology  involved,  but  also  in  terms 
of  the  cultural  evaluation  of,  or  taboos  sur- 
rounding the  particular  illness.  An  excellent 
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example  of  this  is  syphilis.  To  the  medical 
man  in  the  laboratory,  syphilis  is  a disease 
caused  by  the  spirochete,  in  the  same  way 
as  pneumonia  is  caused  by  the  pneumococcus, 
or  a cold  by  some  as  yet  unknown  virus. 
However,  psychologically,  the  patient  with 
syphilis  reacts  as  a rule  quite  differently 
from  a patient  with  a.  cold  or  pneumonia.  It 
is  what  might  he  called  a “stigmata”  illness, 
around  which  center  certain  moral  and  cul- 
tural taboos,  and  therefore  an  illness  to  which 
a patient  may  react  with  anxiety  and  guilt. 
The  treatment  of  the  luetic  therefore  becomes 
not  only  a problem  in  the  proper  exhibition 
of  anti-luetic  drugs,  but  also  a problem  in 
interpersonal  relationships  between  the  phy- 
sician and  patient,  the  lessening  of  guilt,  the 
attempt  to  have  the  patient  accept  the  illness 
without  adding  to  his  difficulty  by  moral 
judgment. 

In  recent  years,  particularly  under  the 
stimulus  of  the  psychoanalytic  school  of  Sig- 
mund Freud,  a great  deal  of  understanding 
has  been  gained  of  the  dynamics  and  signifi- 
cance of  the  neurotic  reaction.  The  insight 
attained  in  this  way  has  been  of  tremendous 
value  in  the  whole  field  of  medicine.  It  has 
become  recognized  that  the  neurotic  reaction 
is  not  something  haphazard,  irrational,  or  of 
no  significance,  but  that  it  is  intimately  tied 
up  with  the  personality  structure  of  the  in- 
dividual. It  has  been  demonstrated  that  men- 
tal functioning  and  human  motivation  are 
not  all  on  the  conscious  level ; that  many  of 
our  emotional  problems  and  our  conflicts  take 
place  within  us  at  a level  below  consciousness. 
In  addition,  it  has  been  shown  that  neurotic 
symptoms  are  an  attempt  on  the  part  of  the 
individual  to  solve  conflict  situations  that 
arise  within  him.  The  components  of  these 
conflicts  are  partly  inner  instinctive  wishes 
and  drives,  and  partly  cultural  and  environ- 
mental stresses  and  strains.  Since  a neurosis 
is  a compromise  formation,  it  contains  the 
elements  of  all  these  forces.  In  other  words, 
a neurotic  symptom  has  a very  definite  sig- 
nificance in  the  life  of  the  patient.  It  has  a 
meaning  and  a purpose.  The  physician  has 
become  aware  that,  in  order  to  understand 
neurotic  manifestations,  he  must  understand 
the  life  history  of  the  individual  with  whom 
he  is  dealing. 


Cannon  and  his  co-workers  have  definitely 
demonstrated  that  physiological  function  is 
intimately  interrelated  with  the  emotional 
life  of  the  individual.  Blushing,  a peripheral 
dilatation  of  the  blood  vessels,  is  an  excellent 
example  of  the  influence  of  the  psyche  on  the 
soma.  Different  people  will  blush  for  differ- 
ent reasons,  the  middle-aged  spinster  for  one, 
and  the  physician  for  another.  The  stimulus, 
however,  is  always  psychological.  The  effect 
of  psychological  stimuli  on  the  gastro-intes- 
tinal  tract  and  many  of  our  other  physio- 
logical systems  is  well  known  to  all  here.  I 
labor  this  point  somewhat  because  many  pa- 
tients will  only  come  to  a physician  if  their 
complaints  are  within  the  physical  sphere, 
whether  it  be  hyperacidity,  a choking  sensa- 
tion, or  diarrhea. 

A usual  routine  is  to  examine  the  patient 
physically  and  after  a thorough  examination, 
if  no  organic  pathology  is  discoverable,  to 
tell  the  patient  that  there  is  nothing  wrong 
with  him  and  that  his  illness  is  imagined. 
After  two  or  three  such  experiences,  the 
patient  may  end  up  with  a cultist  or  Chris- 
tian Scientist,  who,  although  his  theoretical 
conceptions  are  wrong,  will  agree  with  the 
patient  that  there  is  something  definitely 
wrong  with  him,  and  treat  him  according  to 
these  theories.  A diagnosis  of  psychoneurosis 
should  not  under  ordinary  circumstances  be 
made  only  by  exclusion.  The  mere  absence  of 
organic  disease  may  he  an  indication,  but  not 
a proof  that  the  individual  is  suffering  from 
psychoneurosis.  The  criteria  for  diagnosis 
of  a psychonenrosis  should  be  as  definite  as 
those  for  the  diagnosis  of  any  other  illness. 
The  patient’s  complaints,  their  setting  and 
relationship  to  his  personality,  and  the  mean- 
ing of  his  complaints  and  the  solution  of  his 
conflicts  must  be  taken  into  consideration. 

There  are  certain  common  types  of  neu- 
roses that  one  meets  with  in  practice.  These 
are  obsessional  neuroses,  conversion  hysterias, 
and  various  forms  of  so-called  organ  neuroses. 
All  have  definite  diagnostic  criteria.  The  lat- 
ter two  are  of  particular  importance  to  the 
physician  primarily  because  they  usually 
evince  themselves  in  somatic  manifestations. 

During  the  past  few  years,  there  has  been 
an  intensification  of  study  and  research  in 
the  field  which  has  been  called  psychosomatic 
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medicine.  This  deals  primarily  with  the 
functional  interrelationship  between  psycho- 
logical factors  and  physiological  function.  A 
number  of  basic  principles  have  been  estab- 
lished and  it  has  been  demonstrated  that 
psychological  factors  play  an  important  role 
in  such  syndromes  as  hypertension,  gastro- 
intestinal disease,  some  forms  of  the  derma- 
tites,  and  a number  of  other  syndromes.  This 
all  leads  to  one  point,  namely  the  importance 
of  understanding  and  being  able  to  work  with 
the  patient’s  emotional  reactions.  Psycho- 
therapy consists  essentially  in  the  use  of  psy- 
chological methods  for  the  treatment  of  ill- 
ness. There  are  various  forms  of  psycho- 
therapy. 

A differentiation  must  be  made  at  the  out- 
set between  treatment  which  is  directed 
against  symptoms  and  treatment  directed 
against  etiology.  Aspirin  as  an  analgesic  will 
stop  the  symptom  of  headache,  but  every 
medical  man  knows  that  the  use  of  aspirin  is 
only  permissible  when  the  etiology  of  a head- 
ache has  been  determined.  Certainly  a head- 
ache resulting  from  a brain  tumor  or  skull 
fracture  is  to  be  treated  differently  from  one 
resulting  from  a mild  hangover. 

Scientific  psychotherapy  must  always  bear 
this  differentiation  in  mind  and  attempt 
wherever  possible  to  work  on  the  basis  of 
etiological  diagnostic  criteria.  The  anxiety 
which  a patient  suffers  may  be  determined  by 
many  factors.  It  may  be  the  result  of  the 
guilt  reaction  in  connection  with  the  problem 
of  masturbation ; or  a reaction  to  aggressive 
fantasies  with  the  fear  of  retaliation;  or  may 
present  itself  as  a symptom  of  a phobia, 
which  is  precipitated  out  only  under  the  cir- 
cumstances of  the  phobic  situation,  as  in 
agoraphobia,  where  the  anxiety  appears  only 
when  the  individual  has  to  cross  a street.  In 
the  obsessional  neurotic,  one  sees  anxiety 
when  for  any  reason  it  is  impossible  to  carry 
out  the  compulsive  ritual.  A psychothera- 
peutic procedure  which  does  not  take  into 
consideration  the  dynamics  of  symptom  for- 
mation is  the  equivalent  of  a shotgun 
prescription. 

There  are  two  main  categories  of  psycho- 
therapeutic procedures : one  which  aims  at 
covering  up  or  allaying  anxiety,  and  one, 
more  directly  related  to  the  so-called  dynamic 


approach,  which  is  an  uncovering  procedure, 
where  the  essential  attempt  is  to  lay  bare 
underlying  conflicts  and  emotional  situations 
associated  with  the  symptom  formation.  Re- 
assurance plays  an  important  role  in  the 
therapy  employed  by  most  physicians.  This 
consists  essentially  in  the  attempt  on  the  part 
of  the  therapist  to  minimize  the  patient’s 
feelings,  usually  practiced  as  an  attempt  at 
denial  of  the  seriousness  of  the  patient’s  ill- 
ness. 

All  psychotherapeutic  procedures  are  based 
fundamentally  on  the  relationship  between 
the  patient  and  the  physician.  You  as  gen- 
eral practitioners  know  very  well  that  the 
role  played  by  the  physician  in  his  relation- 
ship to  the  patient  and  his  family  is  much 
more  than  that  of  a doctor  in  the  narrow 
sense,  since  the  physician  is  a recipient  of  the 
patient’s  confidences,  is  made  aware  of  his 
difficulties  and  conflicts,  and  generally  plays 
the  role  of  adviser  and  arbiter.  It  is  impor- 
tant for  the  doctor  to  recognize  that,  in  addi- 
tion to  the  realistic  role,  he  also  stands  in 
a symbolic  relationship  to  the  patient  and  the 
patient’s  family. 

The  findings  of  modern  dynamic  psychi- 
atry have  demonstrated  that  an  individual’s 
psychological  reactions  tend  to  run  in  pat- 
terns. It  has  been  emphasized  that  the  earli- 
est experiences  in  infancy  and  childhood  are 
determining  factors  for  the  formation  of  per- 
sonality. The  pattern  of  conflict  solution 
during  these  early  periods  is  maintained 
throughout  life,  and  one  sees  a series  of  repet- 
itive behavior  tendencies.  Emotional  reac- 
tions to  individuals  who  are  important  to  the 
child,  such  as  parents,  teachers,  nurses,  sib- 
lings, tend  to  remain  basic  throughout  life. 
Subsequently,  these  emotional  feelings  tend 
to  be  directed  towards  other  individuals  who 
in  some  way  are  reminiscent  of  the  earlier 
figures.  In  this  way,  persons  who  in  any  way 
stand  in  an  authoritative  relationship  to  the 
individual  may  represent  to  him  a father 
figure.  During  any  prolonged  therapeutic 
relationship  between  physician  and  patient, 
these  patterns  of  behavior  tend  to  reappear 
and  the  patient  reacts  to  the  physician  not 
only  in  terms  of  the  actual  situation,  but  also 
according  to  these  emotional  needs.  The  sig- 
nificance of  this  knowledge  cannot  be  over- 
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emphasized,  since  it  is  of  fundamental  im- 
portance in  psychotherapy. 

There  are  two  aspects  to  all  human  emo- 
tional attitudes : a positive  and  a negative. 
Too  often,  the  physician  sees  only  the  evi- 
dence of  positive  relationship,  and  accepts 
himself  at  the  patient’s  over-evaluation. 
However,  when  evidences  of  negative  feel- 
ings creep  into  the  picture,  the  physician 
may  begin  to  resent  the  patient’s  attitude, 
taking  it  as  a personal  affront  because  he  does 
not  realize  that  to  a great  extent  such  hos- 
tility may  be  merely  the  repetition  of  an 
early  behavior  pattern  and  in  fact  have  little 
to  do  with  the  realities  involved.  The  prac- 
ticing physician  should  always  bear  this  in 
mind,  and  realize  that  no  psychotherapy  can 
be  effective  unless  the  patient  is  given  the 
opportunity  to  ventilate  his  emotional  reac- 
tions. Based  on  the  positive  feeling,  the  need 
for  love  and  sympathy,  which  the  patient 
may  feel,  he  will  accept  suggestions  and  re- 
assurance, which  add  to  his  feeling  of  secur- 
ity and  in  this  way  he  may  lose  the  need  for 
neurotic  symptoms. 

A great  deal  may  be  accomplished  by  sym- 
pathetic listening  to  the  patient’s  story.  It  is 
a fairly  common  experience  in  psychiatric 
clinics  in  general  hospitals,  that  a patient 
who  is  referred  there  will  remark  during  the 
course  of  a first  interview,  after  he  has  been 
given  the  opportunity  to  tell  his  difficulties 
without  being  confined  to  a series  of  ques- 
tions and  answers  about  his  physical  com- 
plaints, that,  “You  know,  doctor,  this  is  the 
first  time  I have  really  had  a chance  to  tell 
anybody  my  story.”  In  one  highly  special- 
ized form  of  psychotherapy,  that  is  psycho- 
analysis, this  relationship,  which  is  called 
transference,  is  utilized  consciously  as  one  of 
the  most  important  elements  in  the  thera- 
peutic technique.  It  would  lead  us  too  far 
afield  to  discuss  at  this  time  the  principles 
of  psychoanalytic  therapy.  Nevertheless  it 
should  be  stressed  that,  to  a great  extent, 
much  of  what  we  call  psychotherapy  stems 
from  this  school  of  thought. 

In  the  simple  neuroses,  such  as  conver- 
sion hysterias,  or  mild  anxieties,  this  “listen- 
ing method”  may  be  the  most  useful  form  of 
approach  for  the  practitioner.  It  is  impor- 
tant that  the  physician  really  remain  neutral 


and  sympathetic.  It  is  fatal  to  any  therapy 
for  the  therapist  to  indulge  in  moral  lectur- 
ing, authoritative  disciplinary  methods,  to 
attempt  to  “bulldoze”  the  patient  out  of  his 
illness,  or  to  accuse  him  of  malingering,  or 
to  tell  him  “there  is  nothing  wrong  with 
him,”  for  after  all,  to  the  patient  his  neurotic 
suffering  is  real  and  not  imaginary.  Since 
to  a great  extent,  neurotic  conflicts  deal  with 
aspects  of  the  human  personality  which  are 
highly  charged  with  emotional  feeling,  with 
instinctual  wishes  and  drives  that  are  for  the 
most  part  taboo  in  any  particular  culture,  it 
adds  to  the  difficulty  of  the  patient,  who  even- 
tually has  to  face  these  forbidden  topics 
openly  and  consciously,  to  sense  in  the  physi- 
cian a judge  rather  than  a therapist.  Many 
of  you  have  undoubtedly  had  the  experience 
of  an  adolescent  youngster  coming  to  your 
office  full  of  anxiety  and  somatic  complaints, 
which  represent  a guilty  reaction  to  the  uni- 
versal conflict  of  auto-eroticism.  If  the  adol- 
escent is  encouraged  by  a neutral,  sympa- 
thetic attitude,  and  is  allowed  to  tell  his 
story,  soon,  in  most  instances,  the  basic  worry 
associated  with  this  problem  will  come  out 
into  the  open,  and  in  most  cases  mild  reas- 
surance is  all  that  is  necessary  for  the  relief 
of  the  difficulty.  On  the  other  hand,  if  the 
physician  attempts  to  lecture,  to  sit  in  moral 
judgment,  the  usual  result  is  an  increase  in 
symptoms,  guilt,  and  anxiety. 

One  of  the  most  necessary  therapeutic 
agents  for  the  symptomatic  treatment  is  that 
of  emotional  catharsis.  We  are  all  familiar 
with  the  fact  that  any  emotional  situation  or 
conflict  is  eased  a great  deal  if  opportunity 
is  given  for  “getting  it  off  one’s  chest.”  The 
continued  suppression  of  emotion  usually 
leads  to  anxiety,  tension,  and  in  some  in- 
stances to  actual  somatic  repercussions. 
Emotional  experiences  which  are  ventilated 
to  the  physician  with  the  appropriate  dis- 
charge of  the  feeling  may  in  this  way  relieve 
the  presenting  symptoms.  It  is  essential  in 
allowing  for  this  emotional  catharsis  to  give 
the  patient  an  opportunity  for  reorienting 
himself  by  obtaining  a perspective  of  the 
various  factors  involved.  Hostilities  which 
cannot  be  vented  in  direct  action,  if  verbal- 
ized and  placed  in  proper  perspective,  may 
very  often  disappear.  In  the  light  of  our 
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knowledge  of  the  unity  of  the  individual’s 
personality  and  the  fact  that  emotional  ex- 
periences may  be  repressed  into  the  uncon- 
scious, one  may  readily  see  that  a current 
emotional  experience  or  conflict  may  become 
associated  with  similar  experiences  in  the 
past,  and  very  often  a current  experience 
which  in  itself  may  not  be  of  overwhelming 
importance  assumes  importance  to  the  indi- 
vidual because  it  acts  as  a sort  of  trigger 
mechanism  involving  similar  experiences  in 
the  past. 

For  effective  therapy,  it  is  not  always  suffi- 
cient to  explore  only  the  current  situation ; it 
is  often  necessary  and  advisable  to  attempt 
an  exploration  and  verbalization  of  the  pa- 
tient’s previous  life  experiences.  One  sees 
this  frequently,  for  instance,  in  relation  to 
current  rivalries  and  hostilities.  When  the 
patient  is  allowed  by  the  therapist  to  tell  his 
story  and  to  express  himself,  one  may  find 
that  the  present  situation  is  actually  merely 
a repetition  of  previous  similar  experiences 
and  that  the  emotions  involved  date  back  to 
earlier  times. 

In  discussing  psychotherapy  in  general 
practice,  it  is  important  to  emphasize  its 
limitations  as  well  as  its  possibilities.  All 
problems  involving  psychotherapy,  as  all 
those  involving  other  forms  of  therapy,  are 
related  fundamentally  to  the  problems  of 
diagnosis,  and  it  should  be  realized  that  there 
are  many  neurotic  syndromes  of  such  sever- 
ity that  they  require  highly  specialized  tech- 


nique of  treatment.  There  is  a difference 
between  a problem  of  simple  hysteria  and  one 
of  a severe  compulsive  neurosis  of  long  dura- 
tion, in  the  same  way  that  there  is  a differ- 
ence between  problems  of  minor  and  major 
surgery.  The  realization  of  the  limitations 
inherent  in  psychotherapy  will  save  one  from 
a great  many  disappointments.  In  a general 
hospital  it  is  too  often  the  experience  of  the 
psychiatrist  that  patients  are  kept  on  at 
special  clinics  for  a long  period  of  time  either 
because  of  faulty  diagnosis,  or  because  of 
more  or  less  haphazard  psychotherapeutic 
measures.  An  attempt  should  be  made  to 
estimate  the  severitv  of  the  reaction  and  the 
possibilities  of  therapeutic  help.  The  more 
difficult  problems  should  be  referred  for  spe- 
cialized help.  It  is  possible,  however,  if  one 
has  a realization  of  the  dynamic  factors  in- 
volved in  the  psychoneuroses,  to  carry  a 
patient  along  for  many  years  in  a thera- 
peutic situation  based  essentially  on  the  rela- 
tionship to  the  physician. 

With  the  constant  realization  that  a neu- 
rosis represents  an  attempt  on  the  part  of  the 
individual  to  adjust  to  conflicting  inner  and 
outer  demands,  one  may  orient  one’s  psycho- 
therapeutic efforts  in  the  direction  of  helping 
the  individual  towards  such  an  adjustment, 
and  in  this  way  relieve  him  of  the  more  im- 
minent and  drastic  aspects  of  his  symptoms 
and  allow  for  adjustment  of  his  life’s  prob- 
lems at  a moderately  successful  level. 


In  a survey  of  conditions  in  17  cement 
plants  located  in  various  parts  of  the  United 
States,  it  was  found  that  the  incidence  of 
tuberculosis  and  other  chronic  infections  of 
the  lungs  was  less  among  the  employees  than 
in  the  general  population.  The  manifesta- 
tions of  tuberculosis  occurred  in  typical  form 
and  at  the  same  age  periods  as  in  persons  not 
exposed  to  dust  by  occupation.  It  was  con- 
cluded that  prolonged  inhalation  of  cement 
has  no  unfavorable  influence  upon  suscepti- 
bility to  tuberculous  infection  or  upon  its 
subsequent  evolution. — Leroy  U.  Gardner, 
M.  D.,  Jour,  of  Industrial  Hyg.  and  Toxi- 
cology, Sept.,  1939. 


WAR makes  pleasant  news  for  the 

tubercle  bacillus.  As  the  deaths  from  T.  1ST.  T. 
increase,  those  from  tuberculosis  lag  not  far 
behind.  In  the  World  War  all  countries 
showed  this  phenomenon  whether  under  arms 
or  not.  What  effect  on  our  efforts  to  eradicate 
tuberculosis  will  these  grim  months  ahead 
bring  forth  ? . . . . Unless  we  find  a way  to 
redouble  the  offensive  against  our  hidden 
enemy,  the  sad  story  of  twenty  years  ago  will 
be  told  again  and  we  will  find  ourselves  fac- 
ing a record  of  lost  ground. — Kendalt. 
Emerson,  M.  D. 
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A Clinical  Analysis  of  Insulin  Hypoglycemic  Shock  Therapy  for 
Schizophrenia  at  the  Bangor  State  Hospital  from  Decern - 
her  19  1937 , to  January  1,  1940* 

(PRELIMINARY  REPORT  WITH  A BRIEF  REVIEW  OE  THE  LITERATURE) 

By  Edward  Blank,  M.  D.,  Bangor,  Maine 


Insulin  shock  therapy  for  Schizophrenia 
was  begun  at  the  Bangor  State  Hospital  De- 
cember 1,  1937,  and  has  since  been  employed 
continuously  with  the  exception  of  a few 
weeks  when  suitable  cases  were  lacking.  The 
time  has  come,  therefore,  when  it  seems  ad- 
visable, primarily,  to  take  inventory  of  our 
progress  and,  secondly,  to  compare  our  expe- 
riences to  those  of  a few  others  who  have 
treated  more  cases  and  whose  results  may  be 
considered  somewhat  more  representative. 

Obviously,  in  a paper  as  brief  as  this  no 
exhaustive  review  of  the  literature  can  even 
be  attempted  and  only  the  results  of  a few 
well-known  workers  in  the  field  will  be  cited. 
Also,  the  theoretical  basis  for  the  treatment 
will  be  studiously  avoided,  for  since  no  one, 
as  yet,  has  satisfactorily  explained  the  modus 
operandi  of  this  dramatic  therapeutic  proce- 
dure such  a discussion  would  not  add  to  the 
clarity  of  the  situation.  The  highly  in- 
triguing though  difficult  and  speculative  mat- 
ters must  be  reserved  for  another  time  for  it 
is  not  within  the  scope  of  this  paper  to  defend 
the  treatment  on  the  basis  of  sound  theoreti- 
cal principles,  or  on  any  other  ground,  for 
that  matter.  For  such  an  erudite  discussion 
I refer  the  reader  to  a paper  and  monograph 
by  Sakel  (1  and  2),  and  others  (3  and  4). 
I might  add  further  that  it  is  definitely  not 
the  purpose  of  this  paper  to  draw  any  sweep- 
ing conclusions — but  rather  to  state  a few 
facts  as  they  have  appeared  before  us.  To  do 
any  more  at  the  present  time  woidd  raise 
false  hopes,  only  perhaps  to  be  horribly  dis- 
appointed later. 

An  extremely  recent  contribution  to  the 
literature  by  Heilbrunn  and  Sternlieb  (5), 
reporting  their  experience  with  315  patients 
diagnosed  as  Schizophrenics  by  ten  to  fifteen 


different  examiners  at  the  Elgin  (Illinois) 
State  Hospital,  indicates  that  82%  of  their 
patients  showed  some  degree  of  improvement 
or  recovery  in  cases  with  a duration  under 
seven  months ; 55%  showed  some  degree  of 
improvement  or  recovery  in  the  group  whose 
illness  was  between  seven  and  eighteen 
months  but  only  10%  of  the  cases  with  a 
duration  over  eighteen  months  showed  any 
beneficial  results.  They  maintain,  further, 
that  sixty  out  of  one  hundred  patients  with  a 
duration  of  illness  not  exceeding  eighteen 
months  can  be  expected  to  maintain  recovery 
or  great  improvement  for  twelve  months  or 
even  longer.  They  had  15%  relapses  in  the 
first  two  groups,  and  they  had  no  mortality. 
For  a disease  like  Schizophrenia,  with  such  a 
universally  notorious  reputation  for  hopeless- 
ness, one  must  admit  that  these  are,  indeed, 
very  hopeful  and  impressive  figures.  They 
merit  serious  thought  and  consideration,  even 
by  those  who  hesitate  to  accept  them  at  face 
value,  or  at  all. 

Perhaps  the  most  comprehensive  and  con- 
vincing paper  in  all  American  literature  on 
the  subject,  especially  from  the  standpoint  of 
numbers,  is  by  Ross  and  Malzberg  (6).  Tlieir 
report  is  based  on  the  results  of  1575  cases, 
a number  representing  the  cases  treated  in 
all  of  the  New  York  State  Hospitals.  Of  this 
notable  number  1118  or  63%  showed  some 
degree  of  improvement  or  recovery.  Cer- 
tainly, it  must  be  very  difficult,  even  for  the 
most  cautious  skeptics  and  severe  critics,  to 
thrust  these  figures  aside.  Their  controls 
showed  only  20%  improvement  or  recovery. 
In  their  experience  the  paranoids  showed  the 
best  response.  A follow  up  study  of  their 
cases  approximately  one  year  later  indicated 
that  a significant  proportion  of  the  patients 


* Presented  at  the  Nervous  and  Mental  Disease  Conference  at  the  88th  Annual  Session  of  the  Maine 
Medical  Association  at  Rangeley  Lakes,  Maine,  June  25,  1940. 
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remained  well.  They  had  a mortality  of 
1.1%  but  curiously  enough  their  mortality 
for  the  controls  ran  higher,  4.6%.  In  this 
connection  it  might  be  added  that  Yander 
Yeer  and  Reese  (7),  in  a comprehensive  re- 
view of  the  literature,  published  one  year  be- 
fore the  paper  of  Ross  and  Malzberg  ap- 
peared, found  that  in  1756  collected  cases 
there  were  13  deaths,  or  a mortality  of  .74%. 
This  is,  indeed,  an  extremely  low  mortality 
for  a procedure  which  might  he  compared  to 
the  hazards  of  major  surgery  for  potential 
dangers — 

Bond,  Hughes,  and  Flaherty  (8),  in  re- 
porting their  experiences  with  82  cases  stated 
that  of  these,  31  or  38%,  remained  well  eight 
months  after  the  treatment  was  terminated 
hut  the  number  who  showed  some  degree  of 
improvement  or  recovery  immediately  after 
the  treatment  was  not  indicated.  They  con- 
cluded further  that  the  best  responses  were 
in  those  cases  whose  duration  was  less  than 
one  year.  They  found  that  cases  with  the 
shortest  duration  were  least  likely  to  relapse. 


They  had  no  deaths  and  they  gave  the  opin- 
ion that  “no  patients  were  worse  off  men- 
tally, physically,  or  neurologically  after  the 
treatment.”  Apparently  the  dangers  of  the 
treatment  have  hitherto  been  somewhat 
exaggerated. 

River,  Weisz  and  Harris  (9),  indicate  in 
their  study  of  106  Schizophrenics  treated 
with  insulin,  63  or  approximately  60%, 
benefited  markedly.  They  observed,  further, 
that  77.41%  showed  some  degree  of  improve- 
ment or  recovery  in  cases  with  a duration  of 
less  than  six  months.  Again  and  again  we 
see  the  emphasis  and  importance  placed  upon 
the  value  of  early  treatment.  In  their  inves- 
tigation the  paranoids  showed  the  most  favor- 
able response.  Their  mortality  was  3%. 

In  the  clinic  of  Yander  Yeer  and  Reese 
(7)  70%  or  34  cases  showed  good  remissions 
within  one  year  after  onset  of  the  disease. 
Their  chronic  cases  showed  practically  no 
response  which  is  the  usual  experience  of  all 
workers.  At  their  clinic  the  Hehephrenics 
gave  the  best  results. 


1.  Summary  of  tiie  Literature  Discussed 


Investigator  & No. 
Hospital  Cases 

% Imp.  & Rec. 
After  Treatment 

Type  best 
responding 

Remarks 

Heilbrunn  and 
Sternlieb  315 

(Elgin  State) 

82%  early  cases. 
55%  late  cases. 

Same  for  all. 

15%  relapses.  No  mortality. 

Ross  & Malzberg  1757 

(New  York  State 
Hospital  System) 

63%  average  for  all  cases. 

Paranoids. 

Few  relapses.  % not  given. 
1%  mortality  but  mortality 
of  controls  4%. 

Bond,  Hughes  & 

Flaherty  82 

(Pennsylvania 

Hospital) 

% recoveries  immediately 
after  treatment  not  given. 
38%  remained  well  8 
months  after  treatment. 

Not  indicated. 

No  mortality.  Opinion  given 
that  no  patient  worse  off 
physically,  mentally  or  neu- 
rologically after  treatment. 

Niver,  Weisz  & 

Harris  106 

Galveston  (Texas) 

State  Psychopathic 

77%  early  cases  (under  6 
months). 

59.44%  average  for  all 
types. 

Paranoids. 

Mortality  rate  3%,  A few 
relapses  reported. 

Vander  Veer  & Reese  34 
(Wisconsin 
Psychiatric  Inst.) 

70%  early  cases  (under  1 
year ) . 

Hebephrenic. 

No  mortality.  Relapses  not 
reported  on. 

Blank  44 

(Bangor  State) 

71.43%  average  for  all 
cases  treated. 

Hebephrenic. 

No  mortality.  No  permanent 
complications  following 
treatment  in  any  case. 
33.33%  relapses.  66.66%  of 
improved  or  recovered  cases 
have  remained  out  of  the 
hospital  from  2 months  to 
28  months. 
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We  treated  in  all  44  cases ; 32  men  and  12 
women  ranging  in  ages  from  seventeen  to 
thirty-seven ; the  types  of  schizophrenia  in- 
cluded 19  hebephrenics,  18  catatonics  and  7 
paranoids. 

The  results  immediately  after  treatment 
can  be  studied  from  several  points  of  view: 

(1)  Response  with  regard  to  sex 

(2)  Response  with  regard  to  type  of 
Schizophrenia 

(3)  Response  with  regard  to  duration  of 
disease  before  treatment  (estimated) 

and  we  shall  examine  the  data  in  that  order. 

(1)  Response  with  regard  to  sex: 

Of  the  32  men,  5 or  15.62%  improved; 
20  or  62.5%  recovered  and  7,  or  21.87% 
were  unaffected  by  the  treatment ; in  other 
words,  a total  of  83%  of  the  men  showed 
some  degree  of  improvement  or  recovery. 
Of  the  12  women,  2 or  16.6%  improved;  4 
or  33.33%  recovered  and  6 or  50%  showed 
no  change.  (Chart  2). 

CHAft?2 

CE5PONSE  WITH  QeGACD  ToSeX 


TREATED 

CASES 


Men  52 


Women  12 


ChaetJ 

Desponse  with  Regabd  to 
Type  oe  Schizophrenia 

TYPE 

Hee>ephren\c  19 
Catatonic  is 
Paranoid  7 

Improvement  H!  UnimpeovedEZ3 

and  Recovery 


(3)  Response  with  regard  to  duration  of 
disease  before  treatment  (estimated)  : 

(a)  Under  6 months  (10  cases)  1 im- 
proved and  9 recovered  indicating  that  100% 
showed  some  degree  of  improvement  or  re- 
covery. This  group  showed  the  most  favor- 
able response. 

(b)  6-12  months: — (15  cases)  3 or  20% 
improved;  5 or  33%  recovered;  and  7 or 
47%  showed  no  change.  53.3%  showed  some 
degree  of  improvement  or  recovery. 

(c)  12-18  months:  (9  cases)  3 or  33% 
improved ; 4 or  44  % recovered ; and  2 or 
22%  were  uninfluenced  by  the  treatment. 
78%,  therefore,  showed  some  degree  of  im- 
provement or  recovery. 

(d)  Over  18  months  and  up  to  the  36 
months:  (10  cases)  5 or  50%  recovered;  5 
failed  to  show  any  response.  (Chart  4). 


(2)  Response  with  regard  to  type  of 
Schizophrenia : 

(a)  Of  the  19  Hebephrenics,  4 or  22% 
improved;  12  or  63%  recovered;  and  3 or 
15%  showed  no  improvement.  It  can  be 
readily  seen,  therefore,  that  85%  of  this 
group  showed  some  degree  of  improvement 
or  recovery. 

(b)  Of  the  18  Catatonics , 4 or  22%  im- 
proved; 9 or  50%  recovered  and  5 or  28% 
were  unaffected  by  the  treatment.  A total  of 
72%  therefore  showed  some  degree  of  im- 
provement or  recovery. 

(c)  Of  the  7 Paranoids,  3 or  43%  recov- 
ered and  4 or  57%  showed  no  change 
(Chart  3). 


Chabt4 


Response,  with  Regard  to  Duration 
Before  Treatment 


duration 
in  months 

Less  than  6 
6 to  12 
12  to  IS 
16  to56 
Improved  or  Recovered! 


improved 
OR  recovered 

IOO  1 

W///////A  55  l 

77 i 

V///////773  50 1 

Unimproved^ 


Row  let  us  see  what  became  of  the  patients 
who  showed  some  degree  of  improvement  or 
recovery  immediately  after  treatment  and 
who  left  the  hospital.  We  find  that  a striking 
relationship  exists  between  the  (estimated) 
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duration  of  the  disease  before  treatment  and 
the  probability  of  relapse,  hence : 

(a)  Under  6 months:  20%  relapsed. 

(b)  6-12  months:  36%  relapsed. 

(c)  12-18  months:  46%  relapsed. 

(d)  18-36  months:  66.66%  relapsed. 

The  obvious  conclusion  again,  therefore, 
is  early  treatment  (Chart  5). 


Chart  .5 

RELAP5E  PATE 

VERSUS 

DURATION  OF  DISEASE  EUORE 

MONTHS  DURATION  TREATMENT 
BEfOBE  TREATMENT 

0-6  ZQl 
6-12  36 Z 
12-16  4 U 
16-36  66 1 

SHOWS  IMPORTANCE  OF  EARLY  TREATMENT 

If  we  consider  the  relapsed  cases  from  the 
standpoint  of  sex,  we  find  that  there  were  8 
men  and  2 women.  Since  the  2 women  who 
relapsed  were  in  a series  of  6 successfully 
treated  cases,  it  is  obvious,  therefore,  that 
33.33%  of  the  women  relapsed.  In  the  men, 
since  8 relapsed  out  of  25  apparently  success- 
fully treated  cases,  the  relapse  rate  for  them 
is  also  about  33%.  These  figures  indicate 
that  in  our  series  the  relapse  rate  is  the  same 
for  men  as  for  women  (Chart  6). 

Chart  6 

Relapse.  Rate  by -Sex 


I Percent  Relapse 
Men  | 

Wom  EN  2o£8Z  ^^^KUCZ////////////a 


SUCCESSFULLY 
TREATED  CASES 

25 

6 


If  we  examine  the  data  concerning  those 
who  have  not  relapsed,  we  find  that  21  pa- 
tients of  the  original  31  successfully  treated 
cases  still  remain  out  of  the  hospital.  If  we 
study  this  group  a bit  more  closely,  especially 
with  regard  to  the  length  of  time  they  have 
been  out  of  the  hospital,  we  find  that  7 or 
33.33%  have  remained  out  less  than  6 


months;  5 or  23%  have  remained  out  from 
6 to  12  months;  2 or  approximately  10% 
between  12  and  18  months;  and  7 or  33.33% 
from  18  to  28  months  are  in  good  health  as 
far  as  we  know  (Chart  7). 


Chart  7 


FATF  OF  2 1 
SUCCESSFULLY  TREATED  CASES 


LENGTH  OF  TIME  OUT  OF  HOSPITAL 
MONTHS 


Another  extremely  important  and  interest- 
ing observation  reveals  that  those  cases  whose 
durations  were  the  shortest  required  the  least 
number  of  treatment  days  for  success. 

a.  Under  6 months,  27.1  days. 

b.  6 to  12  months,  17.5  days. 

c.  12  to  18  months,  19.1  days. 

d.  18  to  36  months,  55.6  days. 

The  average  number  of  treatment  days  in 
the  successfully  treated  cases  was  10.5 
(Chart  8). 


Chart  6 TREATMENT  DAYS  REQUIRED 

VS. 

DURATION  OF  DISEASE  BEFORE  TREATMENT 
MONTHS  DUBATION 
OF  DISEASE 


Treatment  Days 

274  Days 


475  Days 
49.4  Days 
556  Days 


16-36 

EARLY  TREATMENT  15  IMPORTANT 


Although  it  must  be  admitted  that  no 
parallel  controls  were  run,  nevertheless,  a 
search  through  the  hospital  records  reveals 
that  from  1901  to  1937,  755  cases  were  diag- 
nosed as  Schizophrenia,  and  of  these,  88  or 
11.6%  showed  any  degree  of  improvement  or 
recovery;  of  our  11  Insulin  treated  cases  be- 
tween 1937  and  1910,  31  or  71.13%  showed 
some  degree  of  improvement  or  recovery 
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(Chart  9).  Certainly  these  figures  speak 
far  more  eloquently  than  any  humble  words 
of  mine. 

Chart  9 

INSULIN  vs  N0N-IN5ULIN  TREATED 
CASES 

Bangor  State  Hospital 


No  Insulin 
With  Insulin 


1 \?o  IMPROVED  1901- 1937  of755  CASES 
7\J  IMPROVED  1937-1940  of44  CASES 

W/////A 


IMPROVED  hi  unimproved^ 

OR  RECOVERED 


Summary 

(1)  From  December  1,  1937,  to  January 
1,  1940,  44  diagnosed  cases  of  Schizo- 
phrenia were  treated  by  Sakel’s  modi- 
fied method  of  insulin  hypoglycemia  at 
the  Bangor  State  Hospital.  Of  these, 
32  were  men,  and  12  were  women, 
ranging  in  age  from  17  to  37. 

(2)  Of  the  44  cases,  19  were  designated  as 
Hebephrenics ; 18  as  Catatonics  and  7 
as  Paranoids. 

(3)  83%  of  the  men  showed  some  degree 
of  improvement  or  recovery,  whereas 
50%  of  the  women  showed  some  degree 
of  improvement  or  recovery. 

(4)  Patients  with  the  shortest  duration  of 
disease  (estimated)  before  treatment, 
showed  the  highest  recovery  rate.  The 
most  favorable  response  was  shown  in 
those  cases  whose  illness  was  under  6 
months,  followed  by  those  whose  illness 
had  not  exceeded  a year. 

(5)  Those  with  the  shortest  duration  re- 
quired the  least  number  of  treatment 
days  and  the  shortest  period  of  hospi- 
talization. The  average  number  of 
treatment  days  for  the  whole  group  of 
successfully  treated  cases  was  40.5. 

(6)  Successfully  treated  cases  with  the 
shortest  duration  were  least  likely  to 
relapse. 

(7)  Of  the  successfully  treated  cases, 
33.33%  relapsed  and  66.66%  re- 
main out  of  the  hospital  from  2 to  28 


months.  The  relapse  rate  for  men  and 
women  is  the  same. 

(8)  Of  755  diagnosed  Schizophrenics  at 
the  Bangor  State  Hospital  from  1901 
to  1937,  only  88  or  11%  showed  any 
degree  of  improvement  or  recovery, 
whereas  of  the  44  insulin  treated  cases, 
31  or  71%  showed  some  degree  of  im- 
provement or  recovery. 

(9)  There  were  no  fatalities,  nor  were 
there  any  temporary  or  permanent 
complications  following  the  treatment. 

(10)  The  review  of  the  literature  reveals 
that  the  results  at  the  Bangor  State 
Hospital  compare  very  favorably  with 
those  at  the  larger  and  perhaps  better 
known  clinics  throughout  the  country 
which  employ  this  striking  method  of 
treatment. 


Statistical  Summary 

Total  Humber  Treated  44 
(Ages  17-37) 

( 1 ) Results  with  regard  to  sex 


Men 

Women 

a.  Humber 

34 

12 

b.  Imp’d  or 

recovered  83% 

50% 

c.  Relapses 

33% 

33% 

(2)  Response  with  regard  to  type  of  disease: 

Improved  or  Recovered 

a.  Hebephrenics  85% 

b.  Catatonics  63% 

c.  Paranoids  43% 

(3)  Response  with  regard  to  duration  of 

disease  before  treatment 

a.  Under  6 months — 100%  improved 

or  recovered 

b.  6-12  months — 53%  improved  or 

recovered 

c.  12-18  months — 78%  improved  or 

recovered 

d.  18-36  months — 50%  improved  or 

recovered 
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(4)  Relapse  rate  in  relation  to  duration  be- 


fore treatment 

a.  Under  6 months  20% 

b.  6-12  months  36% 

c.  12-18  months  46% 

d.  18-36  months  66% 

(5)  Duration  vs.  required,  number  of  treat- 
ment days  for  success 

a.  Under  6 months  27.4 

b.  6-12  months  47.5 

c.  12-18  months  49.4 

d.  18-36  months  55.6 


(6)  Comparison  of  diagnosed  Schizophrenics 

treated  with  Insulin  to  those 

treated,  ivitliout  Insulin 

Without  With 
Insulin  Insulin 
1901-37  1937-40 

Total  number  755  44 

Improved  or  recovered  88  31 

Percent  improved  or  recovered  11.8  71.43 
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The  prognosis  of  pleurisy  with  effusion 
with  negative,  doubtful  or  extremely  slight 
pulmonary  findings  by  X-ray  is  excellent  if 
patients  receive  at  least  four  months  of  sana- 
torium care;  in  fact,  it  is  almost  as  good  as 
the  normal  population  in  the  same  age  group. 
— Francis  B.  Trudeau,  M.  D.,  Amer.  Rev. 
of  Tuber.,  Jan.,  1939. 


As  a result  of  widespread  use  of  collapse 
therapy  in  its  dual  capacity  as  a public  health 
instrument  and  a medium  of  cure,  the  medi- 
cal personnel  of  the  Chicago  Municipal  Tu- 
berculosis Sanitarium  have  become  convinced 
that  it  offers  the  patient  his  best  chance  and 


the  community  its  best  protection. — A.  J. 
Hruby,  M.  D.,  Amer.  Rev.  of  Tuber.,  Sept., 
1939. 


The  early  symptoms  of  renal  tuberculosis 
are  not  appreciated,  and  genito-urinary  tu- 
berculosis is  regarded  as  a disease  by  itself 
and  not  as  a manifestation  of  a generalized 
tuberculosis  condition.  As  a result,  adequate 
convalescence  and  expert  after-care  are  not 
insisted  upon.  Sanatorium  treatment  and 
continued  supervision  after  operation  or  local 
treatment  will  favorably  influence  the  general 
prognosis. — J.  Carver,  M.  D.,  Tubercle, 
Apr.,  1939. 
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Sub  diaphragmatic  Air  as  a Sign  of  Perforated  Peptic  Ulcer 

By  Hekey  G.  Hadley,  M.  D.,  Washington,  D.  C. 


There  are  many  cases  of  perforated  peptic 
nicer  which  recover  spontaneously.  Speck1 
stated  that  one  to  two  per  cent  recover  with- 
out operation.  These  figures  do  not  necessar- 
ily reflect  the  total  that  might  recover  with- 
out operation,  as  surgery  is  indicated  unless 
it  is  reasonably  certain  that  the  perforation 
is  already  spontaneously  closed. 

Singer2  reported  a series  of  forty  spon- 
taneous recoveries  in  eighteen  months  in 
Cook  County  Hospital.  Quite  a number  of 
patients  refuse  operation  and  often  appear 
to  have  exercised  good  judgment  as  recoveries 
have  followed.  He  differentiated  free  from 
walled  off  perforations  by  hoard-like  resist- 
ance of  both  recti,  pain  referred  to  the  shoul- 
der, obliteration  of  liver  dullness,  collapse 
symptoms  and  the  presence  of  free  air  demon- 
strated by  the  X-ray  film. 

The  presence  of  air  under  the  diaphragm 
was  present  in  eighty-three  per  cent  of  per- 
forations in  Johnson’s3  forty-two  cases,  the 
average  time  noted  being  eight  and  one-half 
hours.  This  free  air  must  be  sought  for  by 
X-ray  examination  in  the  upright  position  so 
that  it  will  appear  above  the  liver.  This  is  of 
value  only  for  a short  period  unless  there  is 
continued  leakage  because  the  air  soon  ab- 
sorbs. 

Case  Report: 

Mr.  M.  J.,  male,  white,  aged  42,  suffered 
with  severe  pain  in  the  upper  abdomen.  He 
worked  a portion  of  the  day  until  the  pain 
became  so  unbearable  that  the  company 
physician  administered  morphine  and  sent 
him  home.  He  first  came  under  my  observa- 
tion September  29,  1938,  at  3.00  P.  M.,  at 
which  time  was  found  typical  physical  find- 
ings of  a ruptured  ulcer,  with  board-like 


rigidity  of  both  recti,  and  obliteration  of  liver 
dullness.  The  onset  had  been  ten  hours  pre- 
vious to  this  but  he  refused  operation  and 
hospitalization  and  gave  as  his  reason  that  he 
had  recovered  from  a similar  attack  without 
operation  four  years  previous.  He  became 
rapidly  better  and  came  to  the  office  for 
fluoroscopic  examination  the  next  morning. 
One-half  inch  of  free  air  was  found  over  the 
surface  of  the  liver.  He  had  no  evidence  of 
peritoneal  infection  and  it  was  apparent  that 
no  gastric  contents  had  escaped  through  the 
perforation.  The  symptoms  in  this  case  were 
all  due  to  the  perforation  itself  and  the  en- 
trance of  air  into  the  abdominal  cavity. 

Mo  treatment  was  given  except  for  rest  and 
an  ulcer  diet.  Recovery  was  so  rapid  that  he 
returned  three  days  later  to  his  work  as  a 
pile  driver,  attributing  his  “blow  out”  to  the 
taking  of  a large  amount  of  dry  bicarbonate 
of  soda  to  relieve  his  stomach  distress.  The 
reason  for  his  recovery  without  surgery  was 
no  doubt  due  to  the  perforation  occurring 
at  5.00  A.  M.,  while  his  stomach  was  empty. 

He  had  no  evidence  of  peritoneal  infection 
and  it  was  apparent  that  no  gastric  contents 
had  escaped  through  the  perforation.  The 
symptoms  in  this  case  were  all  due  to  the 
perforation  itself  and  the  entrance  of  air  into 
the  abdominal  cavity. 
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The  President's  Page 

To  the  Members  of  the  Maine  Medical  Association: 

It  has  been  my  pleasure  during  the  past  month  to  attend  a few  county 
Medical  Society  Meetings.  It  is  apparent  to  me,  and  has  been  for  some 
time,  that  the  physicians  in  all  parts  of  the  State  are  well  qualified  and 
capable.  The  individual  physicians  are  delivering  high  grade  medical 
service  to  their  clients. 

As  I drove  home  from  the  meetings  I tried  to  appraise  the  service 
rendered  to  the  individual  physicians  by  organized  medicine  in  the  State. 
The  Constitution  and  By-Laws  of  the  Maine  Medical  Association  set  forth 
the  Purpose  of  the  State  Society  as  follows  : “The  purposes  of  this  Associa- 
tion are  to  promote  the  science  and  art  of  medicine,  the  protection  of 
Public  Health  and  the  betterment  of  the  Medical  Profession."  I believe 
that  the  State  and  County  Societies  are  fulfilling  well  the  first  two  purposes. 
Scientific  papers,  clinical  sessions,  committee  meetings  in  all  sections  of  the 
State  promote  the  science  and  art  of  medicine  and  protect  the  public  health. 
And  I further  believe  the  more  fully  we  develop  our  efforts  to  fulfill  the 
first  two  purposes,  the  more  we  accomplish  toward  achieving  the  third 
object  or  purpose. 

But  no  organization  at  this  time  ought  to  remain  on  the  defensive.  I 
think  we  must  make  special  efforts  during  the  coming  year  to  improve  our 
meetings,  appoint  active  committees  to  study  local  problems  for  the  care 
of  the  sick,  to  cooperate  with  public  health  authorities  in  protecting  the 
public  health,  to  survey  our  hospital  needs.  With  careful  and  thoughtful 
work  we  can  have  committees  ready  to  report  to  the  State  Society,  to  the 
American  Medical  Association  and  to  government  Bureaus  in  Washington. 
Ready  to  report  about  conditions  in  Maine  and  ready  to  offer  recommenda- 
tions if  recommendations  are  needed,  and  ready  to  defend  our  position  if 
defense  is  needed.  If  we  are  failing  in  anyway  to  achieve  our  purposes, 
let  us  be  the  ones  to  discover  the  failings  and  the  ones  to  correct  them. 

I urge,  therefore,  the  members  of  every  County  Society  to  re-read  the 
Platform  of  the  American  Medical  Association*  and  to  reflect  especially  on 
Paragraphs  three,  four  and  five,  and  consider  the  situation  in  his  County. 
It  seems  to  me  that  if  each  County  Society  will  study  seriously  its  local 
conditions,  it  will  through  organization  help  the  individual  members  in 
their  daily  practice. 

* On  page  250  of  this  issue. 

Thomas  A.  Foster,  M.  D., 
President,  Maine  Medical  Association. 
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Editorial 

The  Challenge  to  America 


It  is  too  obvious  that  conditions  of  the 
utmost  gravity  face  the  United  States ; condi- 
tions requiring  cool  heads,  the  cessation  of 
partisan  and  personal  politics  and  an  appreci- 
ation of  the  fact  that  the  professional  politi- 
cian, as  such,  has  shown  such  absolute  incom- 
petency that  Europe  is  a slaughter  house 
with  mad  men  as  bosses  of  the  killing  floor. 
Far  from  content  with  their  successes  to  date 
they  openly  proclaim  that  butchery,  death 
and  destruction,  “the  like  of  which  the  world 
has  never  seen,”  is  to  be  extended  with  satis- 
faction obtained  only  when  the  last  victim  of 
their  hideous  hate  is  rendered  prostrate  and 
broken  beyond  repair.  Following  their  an- 
ticipated success  they  promise  and  have  pre- 
pared economic  and  other  reprisals  against 
any  countries  or  peoples  who  have  incurred 
their  hostility  or  who  fail  to  conform  to  rules 
they  will  set  up.  To  the  United  States  of 
America  this  presents  a positive  and  ominous 
challenge.  A challenge  that  the  form  of  gov- 
ernment we  have  established  and  chosen  shall 
continue ; that  we  may  continue  to  maintain 
our  liberties  and  live  and  work  as  a free 
people.  To  meet  this  threat  we  can  do  one  of 
two  things.  We  can  become  in  fact  The 
United  States  of  America  or  we  can  add  to 
the  success  of  any  and  all  dictators  by  becom- 
ing a house  divided.  There  is  hard  work  to 
do,  plenty  of  it,  and  it  must  be  done  speedily 
but  intelligently.  Mass  hysteria,  unfair 
propaganda  directed  against  those  of  opposite 
political  or  personal  beliefs  or  the  adoption 
of  any  of  the  methods  of  Uazi  Germany, 
Fascist  Italy  or  Communistic  Russia  are  not 
for  us. 

The  President  has  spoken  of  “new  forces 
being  unleashed  with  deliberately  planned 
propaganda  to  divide  and  weaken  us  in  time 
of  danger.”  He  correctly  labels  this  type  of 
endeavor  as  undiluted  poison  but,  as  The 
Neiv  York  State  Journal  of  Medicine  per- 
tinently asks,  “are  any  of  these  poisons  en- 
capsulated  in  the  legislation  purporting  to 
advance  us  toward  certain  “social  objec- 
tives” ? Can  physicians  answer  in  the  nega- 
tive when  today  their  national  association, 
certain  state  societies  and  men  high  and  hon- 


ored in  their  profession  are  under  criminal 
indictment ; when  the  public  practice  of 
medicine  is  conducted  by  autocratic  bureaus 
directed  and  controlled  by  political  sub-divi- 
sions of  the  State  and  Federal  Government; 
when  every  possible  attempt  has  been  made 
to  undermine  the  private  practice  of  physi- 
cians and  medicine,  as  a profession,  held  up 
to  scorn,  ridicule,  charged  with  incompetency 
and  having  a callous  disregard  for  its  fellow 
man  ? The  House  of  Delegates  of  that  same 
association  made  no  idle  gesture  when  it 
unanimously  adopted  a resolution,  at  the 
annual  session  in  Hew  York,  pledging  to  the 
Federal  Government  the  full  cooperation  of 
the  American  Medical  Association  when  and 
if  needed.  Bitter  as  it  may  be  for  those  with 
pure  hearts  to  be  obliged  to  mingle  and  con-. 
fer  with  men  under  criminal  indictment  it  is 
a fact  that  these  same  men  warrant  and  have 
the  confidence  and  respect  of  their  profession 
and  represent  organized  medicine. 

The  great  opportunities  that  we  enjoy  to- 
day are  founded  on  the  sacrifices  of  those 
who,  many  years  ago,  rebelled  against  the 
tyranny  and  oppression  of  government.  With 
the  world  as  it  is  further  sacrifices  must  be 
made  since  appeasement  and  compromise  will 
do  nothing  but  aid  in  the  destruction  of  all 
democracy  everywhere.  Warships,  planes, 
battleships  and  submarines  become  a neces- 
sary part  for  our  defense.  However,  they  are 
useless  in  themselves  and  must  be  operated 
by  those  with  particular  skill.  That  skill 
must  come  from  careful  training  since  there 
is  no  substitute  for  experience.  In  all  our 
preparations  the  members  of  the  medical  pro- 
fession occupy  a most  important  part.  It 
would  be  most  unfortunate  if  the  natural 
resentment  against  unfair  tactics  and  prac- 
tices by  the  profession  should  be  manifested 
by  indicating  a lack  of  sympathy  with  the 
present  needs  of  the  nation  or  failing  to 
carry  out  the  instructions  authorized  by  the 
house  of  delegates.  Disapproval  of  any  man, 
men  or  political  parties  should  be  registered 
at  the  ballot  box.  The  bitter  humiliation  of 
defeat  will  be  ours,  as  it  has  been  the  people’s 
of  other  lands,  unless  we  are  prepared  to  meet 
any  aggressor  in  any  way. 
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Necrology 

George  F.  Way,  M.  D., 


1875 

Doctor  George  F.  Way,  65,  practicing  physician 
in  Lincoln,  Maine,  for  40  years,  died  suddenly  July 
30,  1940. 

Doctor  Way  was  born  in  East  Corinth,  Vermont, 
the  son  of  the  late  Mr.  and  Mrs.  George  F.  Way. 
He  attended  St.  Johnsbury  Academy  and  was  grad- 
uated from  the  Bellevue  Medical  School  in  1897. 
Following  his  graduation  he  practiced  in  Lee  and 
Bath  before  moving  to  Lincoln. 

Doctor  Way  had  recently  resigned  as  Medical 


1940 

Examiner  for  Penobscot  County,  a position  he  had 
held  for  20  years. 

He  was  a member  of  the  Penobscot  County  Medi- 
cal Society,  Maine  Medical  Association,  and  Ameri- 
can Medical  Association,  and  of  Masonic  bodies, 
including  Anah  Temple,  Ancient  Order  of  the 
Mystic  Shrine. 

He  is  survived  by  his  wife,  Florence  Hackett 
Way,  a son,  George  of  Cleveland,  Ohio,  and  two 
daughters,  Mrs.  Gardner  Brown  and  Mrs.  John 
Adams,  both  of  Lincoln. 
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Coming  Meetings 

Kennebec 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Maine,  Secre- 
tary. 

Thursday,  September  19th,  at  the  Gardiner 
General  Hospital,  Gardiner,  Maine.  Pro- 
gram to  be  announced. 

Thursday,  November  21st,  at  the  Elmwood 
Hotel,  Waterville,  Maine.  Program  to  be 
announced. 


Thursday,  December  19th,  at  the  Augusta 
State  Hospital,  Augusta,  Maine. 

Speaker:  A Warren  Stearns,  M.  D.,  of  Boston. 

Subject:  To  be  announced. 


New  Members 

Androscoggin 

Max  Hirshler,  M.  D.,  Lewiston,  Maine. 
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The  Platform  of  the  American  Medical  Association 


The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  the  fed- 
eral government  under  which  shall  he  coordinated 
and  administered  all  medical  and  health  functions 
of  the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need, 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 


services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  in- 
digent and  the  medically  indigent  with  local  de- 
termination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified  med- 
ical and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical  ser- 
vices consistent  with  the  American  system  of 
democracy. 


Notices 


Tumor  Clinics 


Bangor:  Eastern  Maine  General  Hospital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Magnus  F.  Ridlon,  M.  D. 

Lewiston:  Central  Maine  General  Hospital 

Tuesday,  10.00  A.  M.-12.00  M. 
Director,  E.  V.  Call,  M.  D. 

St.  Mary's  General  Hospital 
Wednesday,  4.00  P.  M. 

Director,  R.  A.  Beliveau,  M.  D. 


Portland:  Maine  General  Hopital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Mortimer  Warren,  M.  D. 

Waterville:  Sisters  Hospital 

1st  & 3rd  Thursdays,  10.00  A.  M. 
Director,  B.  O.  Goodrich,  M.  D. 
Thayer  Hospital 

2nd  & 4th  Thursdays,  10.00  A.  M. 
Director,  E.  H.  Risley,  M.  D. 


Venereal  Disease  Clinics 

For  the  information  of  physicians  wishing  to 
refer  cases  of  venereal  disease  for  treatment,  the 
State  Bureau  of  Health  announces  that  such  facili- 
ties are  available  in  the  following  locations: 


Augusta,  Bangor,  Bath,  Belfast,  Biddeford,  Bing- 
ham, Calais,  Danforth,  Eastport,  Ellsworth,  Grand 
Isle,  Guilford,  Houlton,  Island  Falls,  Lewiston, 
Millinocket,  Old  Town,  Portland,  Presque  Isle, 
Rockland,  Rumford,  Sanford,  Waterville,  Wilton, 
Winthrop. 

Any  physician  wishing  to  refer  a case  may 
obtain  the  name  of  the  clinic  physician,  in  the 
town  where  the  patient  is  to-  receive  treatment,  on 
request  to  the  Director,  State  Bureau  of  Health, 
Augusta,  Maine. 


For  Sale 

Private  Hospital  located  in  quiet  residential 
section  of  Portland,  Maine.  Accommodations 
for  24  patients.  Operating  Room.  Anesthesia 
Room.  Laboratory,  bath  and  ample  space  for 
treatment  rooms  in  basement.  Equipped  with 
Nurses'  Call  System.  Large  piazza.  Fire 
escapes.  Slate  Roof.  Third  floor  insulated. 
New  plumbing  throughout.  New  Oil  heater. 
Two-car  garage.  In  excellent  state  of  repair. 
Could  be  used  for  small  Private  Hospital, 
Obstetrical  Hospital,  Convalescent  or  Nurs- 
ing Home.  Apply  to:  C.  P.  Wescott,  M.  D., 
1600  Forest  Avenue,  Portland,  Maine. 


Fall  Clinical  Session 

The  Annual  Fall  Clinical  Session  of  the  Maine  Medical  Association  will 
he  held  at  Bangor  Maine.  The  session  will  open  with  a dinner  at  the  Bangor 
House  at  8.00  o’clock,  Thursday  evening,  October  17th.  An  all  day  clinical 
program  will  be  conducted  on  Friday,  October  18th.  Complete  program  will 
be  published  in  the  October  issue  of  the  Journal. 
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Examinations  American  Board  of 
Obstetrics  and  Gynecology 

The  annual  written  examination  and  review  of 
case  histories  (Part  I)  for  Group  B candidates  will 
be  held  in  various  cities  of  the  United  States  and 
Canada  on  Saturday,  January  4,  1941,  at  2.00  P.  M. 
Candidates  who  successfully  complete  the  Part  I 
examinations  proceed  automatically  to  the  Part  II 
examinations  held  later  in  the  year. 

The  following  action  regarding  case  records  to 
be  submitted  by  candidates  taking  the  Group  B, 
Part  I,  examination  was  passed  by  the  Board  at  its 
annual  meeting  in  Atlantic  City,  N.  J.,  on  June  6, 
1940:  “Case  records  submitted  by  candidates  must 
be  of  patients  treated  within  four  years  prior  to 
the  date  of  the  candidates’  application.  The  num- 
ber of  cases  taken  from  one’s  residency  service 
should  not  be  more  than  half  (25)  of  the  total 
number  of  fifty  (50)  cases  required.” 

Applications  for  admission  to  Group  B,  Part  I, 
examinations  must  be  on  file  in  the  Secretary’s 
Office  not  later  than  October  5,  1940. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  (Groups  A and  B)  will 
be  conducted  by  the  entire  Board,  meeting  at 
Cleveland,  Ohio,  immediately  prior  to  the  June, 
1941,  meeting  of  the  American  Medical  Association. 

After  January  1,  1942,  there  will  be  only  one 
classification  of  candidates,  and  all  will  be  required 
to  take  the  Part  I and  Part  II  examinations. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 

TRAINING  REQUIREMENTS 

In  repsonse  to  numerous  inquiries  regarding  spe- 
cial training  requirements,  the  Board  desires  again 
to  announce  that  there  are  three  methods  of  meet- 
ing these  requirements  for  admission  to  the  Board 
examinations.  First  by  the  residency  system;  sec- 
ond, by  the  partial  residency  and  partial  assistant- 
ship  method;  and  third,  entirely  by  the  assistant- 
ship  or  “preceptorship  method.”  Details  of  the 
residency  requirements  are  given  in  the  Board 
booklet.  The  Board  will  accept  in  lieu  of  the  for- 
mal residency  service  the  training  acquired  by  a 
candidate  serving  on  an  assistant  or  dispensary 
staff  of  an  obstetrical  and  gynecological  division  of 
a recognized  Hospital,  under  the  direction  of  a 
recognized  obstetrician-gynecologist  (preferably  a 
Diplomate).  The  time  required  for  this  type  of 
training,  must  be  longer  than  with  the  formal, 
more  intensive  residency  type  of  training,  and  the 
allowance  of  time  depends  upon  the  duties  and  re- 
sponsibility given  the  candidate.  Applicants  lack- 


ing all  formal  special  training  should  have  a mini- 
mum of  five  years  of  hospital  clinic,  or  assistant 
staff  appointments  in  the  specialty,  under  approved 
direction.  Teaching  appointments  without  accom- 
panying hospital  staff  or  clinical  appointments 
will  not  satisfy  the  Board  requirements.  A special 
form  amplifying  the  original  application  must  be 
filled  out  to  cover  the  details  of  such  assistantship, 
or  preceptorship  type,  of  training.  The  Board  ap- 
proves for  special  training,  work  done  in  institu- 
tions approved  jointly  by  the  Board  and  by  the 
Council  on  Medical  Education  and  Hospitals  of 
the  A.  M.  A. 


Annual  Meeting  of  Eye  and  Ear 
Specialists 

The  American  Academy  of  Ophthalmology  and 
Otolaryngology  will  hold  its  forty-fifth  annual  con- 
vention in  Cleveland,  October  6 to  11,  with  head- 
quarters at  the  Hotel  Cleveland. 

The  Academy,  an  organization  of  more  than 
2,500  specialists  in  diseases  of  the  eye,  ear,  nose 
and  throat,  carries  on  an  active  program  of  educa- 
tion for  its  members.  In  addition  to  scientific  pa- 
pers, an  elaborate  series  of  courses  is  presented  at 
each  convention  to  bring  the  members  up  to  date 
in  their  chosen  fields.  More  than  100  of  these 
teaching  lectures  will  be  offered  this  year. 

In  the  past  year  arrangements  have  been  made 
to  extend  the  teaching  activities  to  young  physi- 
cians just  entering  on  specialization.  Home  study 
courses  are  being  prepared  for  any  of  these  young 
men  who  wish  to  take  them  and  their  work  will  be 
supervised  by  members  of  the  academy  interested 
in  improving  the  caliber  of  specialists  in  practice. 

The  Cleveland  meeting  will  be  noteworthy  in 
several  respects. 

The  Academy  will  honor  Dr.  Secord  H.  Large, 
Cleveland,  who  this  year  completes  thirty  years  as 
comptroller  of  the  organization.  Dr.  Large  as  the 
honor  guest  of  the  meeting  will  receive  many  spe- 
cial distinctions. 

Immediately  following  the  Academy  meeting, 
there  will  be  a Pan-American  Congress  of  Ophthal- 
mology, October  11  and  12,  which  eye  specialists 
from  all  the  Latin  American  countries  are  expect- 
ed to  attend. 

Dr.  Frank  Brawley,  Chicago,  is  president  of  the 
Academy  and  Dr.  Frank  R.  Spencer,  Boulder,  Colo., 
is  president-elect.  Vice  presidents  are  Drs.  Arthur 
W.  Proetz,  St.  Louis;  Joseph  F.  Duane,  Peoria,  111., 
and  Charles  T.  Porter,  Boston.  Dr.  William  P. 
Wherry,  1500  Medical  Arts  Building,  Omaha,  is 
executive  secretary. 
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Announcement  of  u Study  to  Evaluate 
Original  Serologic  Tests 
for  Syphilis 

More  than  five  years  ago  the  Committee  on  Eval- 
uation of  Serodiagnostic  Tests  for  Syphilis,  in 
connection  with  the  United  States  Public  Health 
Service,  conducted  a study  to  evaluate  original 
serologic  tests  for  syphilis  or  modifications  there- 
of in  the  United  States.  The  results  of  this  study 
were  published  shortly  after  the  investigation  was 
completed.1 

Consideration  is  now  being  given  by  the  Com- 
mittee to  the  organization  of  a second  evaluation 
study  of  original  serologic  tests  for  syphilis  or 
modifications  thereof  within  the  next  year.  If  the 
need  for  an  investigation  of  this  kind  seems  to 
justify  the  cost,  invitations  will  he  extended  to 
the  authors  of  such  serologic  tests  who  reside  in 
the  United  States,  or  who  may  be  able  to  partici- 
pate by  the  designation  of  a serologist  who  will 
represent  them  in  this  country.  The  second  evalu- 
ation study  will  be  conducted  utilizing  methods 
comparable  to  those  employed  in  the  first  study.2 

Serologists  who  have  an  original  serologic  test 
for  syphilis  or  an  original  modification  thereof 
and  who  desire  to  participate  in  the  second  evalu- 
ation study  should  submit  their  applications  not 
later  than  October  1,  1940.  The  applications  must 
he  accompanied  by  a complete  description  of  the 
technic  of  the  author’s  serologic  test  or  modifica- 
tion. All  correspondence  should  be  directed  to  the 
Surgeon  General,  United  States  Public  Health 
Service,  Washington,  D.  C. 


i Ven.  Dis.  Inform.,  Washington.  June,  1935,  16: 
189.  J.  A.  M.  A.,  Chicago.  June  8,  1935,  104:2083. 

2J.  A.  M.  A.,  Chicago.  Dec.  1,  1934,  103:  1705. 


American  Board  of  Ophthalmology 
IMPORTANT  ANNOUNCEMENT 

There  will  he  only  one  ivritten  examination 
(luring  1941.  This  will  be  held  in  various  cities 
throughout  the  country  on  March  8th. 

Candidates  enrolled  in  the  Preparatory  Group 
who  have  been  advised  that  they  will  be  eligible 
for  examination  during  1941  should  make  applica- 
tion at  once  to  take  this  written  examination. 

Application  must  be  made  on  the  regular  blanks 
provided  for  the  purpose  and  must  be  received  in 
the  Board  Office  before  December  1,  1940. 

Deadline  for 

Oral  Examinations,  1941  Case  Reports 
Cleveland,  May  or  June.  February  1st. 

October  (place  to  be  announced  July  1st. 
later) . 

A special  oral  and  clinical  examination  will  be 
held  on  the  Pacific  Coast  during  1941  providing 
there  will  be  enough  candidates  to  warrant  it.  Ap- 
plications for  this  examination  should  be  filed  be- 
fore September  1,  1940,  so  that  the  Board  may 
complete  necessary  arrangements. 

If  you  plan  on  taking  your  examination  during 
1941,  please  write  at  once  to  the  Board  Office  for 
formal  application  blanks,  indicating  your  prefer- 
ence of  examination  place. 

American  Board  of  Ophthalmology, 

6830  Waterman  Avenue, 

St.  Louis,  Missouri. 


/mrv/i 

is  indicated  in  tlxe  treatment  of 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 


Complete  information  mailed  on  request 


JOHN  WYETH  & BROTHER,  INCORPORATED  ★ 

PHILADELPHIA,  PA. 
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Book  Reviews 


“Synopsis  of  Obstetrics ” 

By:  Jennings  C.  Litzenberg,  M.  D.,  F.  A.  C.  S., 
Professor  Emeritus  of  Obstetrics  and  Gyne- 
cology, University  of  Minnesota  Medical 
School,  Minneapolis, 

with  157  Illustrations,  including  5 in  color. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $4.50. 

The  gradually  but  steadily  increasing  Mosby 
Synopsis  series  of  medical  aids  is  enriched  by  this 
volume  on  obstetrics.  The  author’s  aim  was  to 
minimize  irrelevant  material,  emphasize  the  im- 
portant, attempt  to  properly  evaluate  matters  of 
relative  uncertainty  of  the  newly  introduced  means 
and  methods  of  diagnosis  and  therapy  and  at  the 
same  time  present  all  material  so  that  it  permits 
of  application  of  sound  judgment.  The  illustra- 
tions employed  are  those  of  well  known  authors  of 
textbooks  on  obstetrics  and  gynecology  because 
the  author  believes  that  good  clear  illustrations 
greatly  improve  the  educational  value  of  visual 
demonstrations  of  technique.  Of  course,  proper 
credit  is  given  in  every  case. 


“Simplified  Diabetic  Manual” 

By:  Abraham  Rudy,  M.  D.,  Associate  Physician 
and  Chief  of  the  Diabetic  Clinic,  Beth  Israel 
Hospital;  Instructor  in  Medicine,  Tufts  Col- 
lege Medical  School,  Boston. 

With  163  International  recipes. 

Introduction  by  Frederick  M.  Allen,  M.  D. 

Published  by  M.  Barrows  Company,  Inc.,  New 
York,  1940.  Price,  $2.00. 

This  is  the  second  edition  of  a successful  pa- 
tient’s manual.  It  is  the  author’s  conviction  that 
whenever  the  diabetic  person  follows  the  instruc- 
tions of  his  physician  in  regard  to  the  administra- 
tion of  insulin  and  proper  selection  of  suitable 
diet,  his  life  can  be  maintained  at  a reasonably 
happy  level  and  with  hope  for  normal  maturation. 
This  edition  is  completely  revised  to  Include  the 
latest  developments  in  the  medical  treatment  of 
diabetes.  It  also  includes  many  dietary  recipes  of 
American,  Jewish,  French,  German,  Italian,  Ar- 
menian, etc.,  food  combinations  for  the  diabetic’s 
use.  These  are  so  arranged  that  they  may  be  pre- 
pared by  any  adult  person  who  suffers  with  dia- 
betes or  who  takes  care  of  one  who  does.  Not  only 
the  diabetic  patient  but  the  busy  practitioner,  dieti- 
tian and  nurse  as  well,  should  find  this  book  very 
helpful. 


“Clinical  Diabetes  Mellitus  and 
Hyperinsulinism” 

By:  Russell  M.  Wilder,  M.  D„  Ph.  D.,  F.  A.  C.  P.; 
Professor  and  Chief  of  the  Department  of 
Medicine,  The  Mayo  Foundation  for  Medical 
Education  and  Research,  University  of  Minne- 
sota; Head  of  the  Section  on  Metabolism 
Therapy,  Division  of  Medicine,  The  Mayo 
Clinic,  Rochester,  Minnesota. 

Illustrated. 


Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $6.00. 

The  writer  of  this  excellent  monograph  knows 
from  long  experience  with  diabetes  in  all  its 
phases  that  any  one  who  treats  a diabetic  patient 
must  know  a great  deal  about  the  patient,  about 
diabetes,  about  diet,  about  insulin,  and  about  all 
of  these  in  various  combinations,  as  determined  by 
the  many  interrelated  physiologic,  pathologic, 
pharmacologic,  and  therapeutic  processes  to  which 
the  patient  as  a unit  is  subjected  and  to  which  he 
responds.  Since  “the  requirements  for  effective 
therapy  without  which  the  prognosis  and  course 
of  diabetes  are  affected  unfavorably  include:  (1) 
some  knowledge  of  the  subject  on  the  part  of  the 
physician — more  knowledge  than  many  now  pos- 
sess; (2)  a modicum  of  laboratory  equipment;  (3) 
careful  instruction  of  patients;  (4)  an  understand- 
ing of  the  principles  of  general  nutrition;  and  (5) 
a certain  amount  of  wisdom  to  temper  the  whole, 
so  that  treatment  may  be  adjusted  as  required  to 
meet  special  needs  of  the  individual”  it  is  of  ut- 
most importance  that  the  diabetes  treating  physi- 
cian acquaint  himself  with  the  contents  of  this 
very  excellent  monograph.  It  contains  much  use- 
ful and  needed  information,  given  by  an  experi- 
enced specialist  in  the  field. 


“The  Diagnosis  and  Treatment  of 

Pulmonary  Tuberculosis” 

By:  John  B.  Hawes,  2d,  M.  D.,  Late  President  of 
the  Boston  Tuberculosis  Association;  Director 
of  the  National  Tuberculosis  Association; 
Former  Instructor  in  The  Graduate  School  of 
Medicine,  Harvard  University; 

and  Moses  J.  Stone,  M.  D.,  Assistant  Professor  of 
Medicine,  Boston  University,  School  of  Medi- 
cine; Physician  to  The  Chest  Clinic  of  the 
Massachusetts  Memorial  Hospital,  Boston, 
Massachusetts,  etc. 

Second  Edition,  75  Illustrations. 

Published  by  Lea  & Febiger,  Philadelphia,  1940. 
Price,  $2.75. 

This  excellent  pocket-sized  textbook  on  the  diag- 
nosis and  treatment  of  tuberculosis  has  been  ex- 
ceptionally well  received  in  its  first  edition.  It  is 
destined  to  be  even  more  successful  in  its  second 
because  the  information  contained  therein  is 
strictly  up-to-date,  reliable  and  contains  only  actu- 
ally usable  information.  It  is  written  from  ex- 
perience for  practical  application.  The  common 
sense  attitude  between  physician  and  patient  in 
regard  to  tuberculosis  is  maintained  at  all  points. 


“Psychiatry  for  Nurses” 

By:  Louis  J.  Karnosh,  B.  S.,  ScD.,  M.  D.;  Asso- 
ciate Clinical  Professor  of  Nervous  Diseases, 
School  of  Medicine,  Western  Reserve  Uni- 
versity; Director  of  Neuropsychiatry,  City 
Hospital,  Cleveland;  Consulting  Neuropsy- 
chiatrist, Cleveland  Clinic; 

and  Edith  B.  Gage,  R.  N.,  Supervisor,  Neuropsy- 
chiatric Division,  City  Hospital,  Cleveland. 

Illustrated. 
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Published  by  The  C.  V.  Mosby  Company,  St. 

Louis,  1940.  Price,  $2.75. 

Here  is  a student  nurses’  textbook  of  psychiatric 
nursing  of  high  quality.  It  was  written  by  special- 
lists  for  special  service.  Both  authors  fully  under- 
stand the  work  to  be  done  and  the  need  for  prop- 
erly taught  workers.  The  book  was  written  for  the 
purpose  of  familiarizing  the  nurse  quickly  and 
reliably  with  the  terminology  of  psychiatric  nurs- 
ing, the  characteristic  symptoms  of  the  various 
types  of  psychiatric  patients,  the  special  forms  of 
nursing  care  and  the  therapeutic  methods  and 
specific  techniques  that  are  at  our  command  at  the 
present  time.  There  is  no  evidence  of  any  hyper- 
enthusiasm. This  is  a practicable  treatise  on  the 
practice  of  psychiatric  nursing.  The  subject  matter 
is  simply  described,  logically  arranged,  clearly 
treated  and  planned  for  the  student  nurse’s  com- 
prehension and  the  patient’s  benefit  and  welfare. 
All  the  successfully  tried  new  remedies  are  in- 
cluded. 


“Principles  of  Surgical  Care — Shod?  and 
Other  Problems” 

By:  Alfred  Blalock,  M.  D.,  Professor  of  Surgery, 
Vanderbilt  University,  School  of  Medicine, 
Nashville,  Tenn. 

Illustrated. 

Published  by  The  C.  V.  Mosby  Company,  St.  Louis, 
1940.  Price,  $4.50. 

This  book  is  a monograph  representing  the  Beau- 
mont Lectures  for  1940  in  extended  and  amplified 
form.  In  it  the  problems  of  shock  or  peripheral 
circulatory  failure  and  the  many  variants  of  con- 
tributary  functional  abnormalities  which  are  asso- 
ciated with  it  are  expertly  considered  and  elab- 
orated upon  according  to  their  relative  importance. 
The  author  feels  that  the  recent  decreases  in  mor- 
bidity and  mortality  rates  is  primarily  due  to  a 
better  understanding  of  the  nature  of  shock  and 
the  development  of  means  and  methods  of  pre- 
venting its  occurrence  in  our  pre-  and  post-opera- 
tive medical  care  of  the  surgical  patients. 


“C omplete  Guide  for  the  Deafened — 

H andbook  of  Hearing  Aids” 

By:  A.  F.  Niemoeller,  A.  B.,  M.  A.,  B.  S.;  with 
Forewords  by  Harold  Hays,  M.  D.,  F.  A.  C.  S. 

Published  by  Harvest  House,  New  York,  1940. 
Price,  $3.00  each. 

The  number  of  people  with  impaired  hearing  in 
the  United  States  of  America  ranges  between  10 
and  17  millions,  of  these  about  3 millions  are  chil- 
dren. To  be  hard  of  hearing  is  a major  handicap 
to  students  and  men  and  women  who  must  prepare 
themselves  to  earn  a living  or  to  change  from  one 
occupation  to  another  by  force  of  such  impairment. 
In  these  two  small  books  the  author  tries  to  light- 
en somewhat  the  sufferer’s  burden. 

In  the  first  mentioned  volume,  in  77  short  chap- 
ters, written  in  clear  plain  language,  the  afflicted 
is  told  most  everything  that  is  known  of  hearing 
impairment  and  of  its  improvement  by  means  of 
various  methods,  including  various  mechanical 
and  electrical  devices.  The  information  and  advice 
given  is  authoritative  and  is  designed  to  help  the 
hard-of  hearing  reader  to  find  a happier  place  in 
society  and  to  learn  to  re-adjust  himself  both  to  a 
new  way  of  hearing  and  a new  way  of  enjoying 
life  more  actively. 


The  second  book  contains  a considerable  amount 
of  useful  but  expensively  given  information  re- 
garding the  various  hearing  devices  as  well  as 
hints  as  to  the  successful  selection  and  use  of  the 
most  suitable  ones. 

Both  books  are  written  for  the  lay  reader  who  is 
frequently  advised  to  consult  his  physician  or  otol- 
ogist in  any  and  all  afflictions  of  the  ear  or  in 
threatened  impairment  of  hearing. 


“Cancer — A Manual  for  Practitioners” 

Edited  by  Channing  C.  Simmons,  M.  D.,  for  and 
published  by  The  Committee  representing  the 
Massachusetts  Medical  Society  and  the  Amer- 
ican Society  for  the  Control  of  Cancer. 

Boston,  Massachusetts,  1940. 

This  book  contains  a collection  of  brief  articles 
on  cancer  of  the  various  organs.  They  are  written 
by  men  especially  interested  in  cancer.  Written 
for  the  purpose  of  informing  the  practicing  physi- 
cian concerning  various  phases  of  cancer,  the  book 
gives  considerable  aid  in  diagnosis  of  early  cancer 
and  its  treatment  as  practiced  today.  No  attempt 
has  been  made  to  enter  into  detailed  discussion  of 
radiologic  or  surgical  techniques.  The  book  ends 
with  a section  entitled  “Suggestions  for  Talks  on 
Cancer  to  Lay  Audiences.”  On  the  whole,  this 
small  volume  contains  much  material  which  the 
practicing  physician  would  like  to  have  to  hand 
when  he  must  discuss  the  cancer  problem  with  his 
patients. 


“Doctors  in  Shirt  Sleeves — Musings  on 
Hobbies,  Meals,  Patients , Sport 
and  Philosophy” 

Edited  by  Sir  Henry  Bashford. 

Published  by  the  Veritas  Press,  New  York,  1940. 

Price,  $2.50. 

For  the  past  two  years  the  Lancet,  well  known 
British  medical  journal,  first  published  in  1823, 
has  permitted  in  its  columns  the  publication  of 
doctors’  reminiscences,  reflections  and  musings. 
The  book  under  review  is  composed  of  the  most 
worthwhile  articles  contributed  by  twenty  authors. 
These  writers  did  not  put  their  thoughts  on  paper 
for  the  purpose  of  dispensing  new  knowledge,  but 
Avliile  expressing  their  memories  as  they  did  they 
liberated  various  forms  of  wisdom  gained  in  actual 
experience  while  living  under  most  adverse  con- 
ditions. Thoughts  on  learning,  on  medical  stu- 
dents, on  patients,  on  doctors  in  general  and  sur- 
geons in  particular  are  cleverly  expressed  and  in- 
tertwined with  musings  on  hobbies,  diaries,  meals, 
and  the  weather,  memories  of  school  days,  toys 
and  other  things.  Then  too,  there  are  critical  and 
praising  words  on  “Man  the  Unknown”  and  Dr. 
Rabelais.  There  is  also  a good  deal  written  about 
philosophy  and  spiritual  values  in  medicine.  Man 
and  woman,  young  and  old,  are  discussed.  The 
biology  of  war  is  thoroughly  and  appropriately 
dealt  with  as  a social  disease,  a mass  psychosis 
which  has  assumed  epidemic  proportions  and  is 
here  dealt  with  in  conformity  with  successful  doc- 
tor-patient relationship.  Whatever  your  taste  for 
leisure  hour  reading  maybe,  many  of  the  thoughts 
expressed  on  the  pages  of  this  handy  volume  will 
bring  to  you  a welcome  change  of  mind  for  many 
minutes,  perhaps  hours  and  days  or  even  years  if 
they  should  inspire  you  to  try  to  find  diversion  in 
professional  activities  in  far-flung  regions. 
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FIRST  MEETING  OF  THE  HOUSE  OF 
DELEGATES,  JUNE  23,  1940 

The  Opening  Session  of  the  House  of  Delegates 
of  the  Maine  Medical  Association  convened  on 
Sunday,  June  23,  1940,  at  4.45  o’clock  in  the  after- 
noon, at  the  Rangeley  Lake  Hotel,  Rangeley  Lakes, 
Maine,  with  Dr.  Thomas  A.  Foster  of  Portland, 
President-Elect  of  the  Maine  Medical  Association, 
presiding. 

Chairman  Foster:  The  first  meeting  of  the 

House  of  Delegates  will  please  come  to  order.  First 
of  all,  we  will  have  the  roll  call  by  the  Secretary. 

(The  Secretary  called  the  roll  and  the  following 
delegates  responded : ) 

Androscoggin  County:  L.  A.  Sweatt,  Auburn; 

M.  S.  F.  Greene,  Lewiston. 

Aroostook  County:  H.  E.  Small,  Fort  Fairfield. 

Cumberland  County:  E.  H.  Drake,  F.  A.  Fer- 

guson, and  E.  A.  Greco,  Portland;  F.  A.  Smith, 
Cumberland  Mills. 

Franklin  County:  Harry  Brinkman,  Wilton. 

Hancock  County:  M.  A.  Torrey,  Ellsworth;  R. 
E.  Weymouth,  Bar  Harbor. 

Kennebec  County:  Samuel  Kagan,  Augusta;  Leon 
D.  Herring,  Winthrop;  N.  Bisson,  Waterville. 

Knox  County:  James  Carswell,  Camden. 

Oxford  County:  E.  M.  McCarty  and  H.  M.  How- 
ard, Rumford. 

Penobscot  County:  Forrest  B.  Ames,  H.  C. 

Knowlton,  H.  C.  Scribner,  L.  J.  Wright,  Bangor; 
L.  H.  Smith,  Winterport. 

Piscataquis  County:  F.  J.  Pritham,  Greenville 

Junction. 

Sagadahoc  County:  W.  E.  Kershner,  Bath. 

Waldo  County:  Carl  H.  Stevens,  Belfast. 

Chairman  Foster:  I appreciate  that  you  have 

come  to  this  early  meeting.  We  have  a quorum,  so 
we  will  proceed  with  our  business. 

Last  year,  I congratulated  Cumberland  County 
for  having  all  their  delegates  present.  This  year, 
we  must  congratulate  Penobscot. 

It  is  the  duty  of  the  President-Elect,  as  Speaker 
of  the  House  of  Delegates,  to  appoint  two  Com- 
mittees. The  first  is  a Reference  Committee  of  three 
delegates.  I should  like  to  name  on  that  Com- 
mittee Dr.  W.  A.  Ellingwood  of  Rockland,  Dr.  F.  A. 
Ferguson  of  Portland  and  Dr.  Foster  Small  of 
Belfast,  to  whom  references  and  resolutions  will 
be  referred  and  a report  made  to  the  next  meeting 
of  the  House  of  Delegates. 

It  is  also  the  duty  of  the  President-Elect  to 
appoint  a Nominating  Committee,  consisting  of  a 
delegate  from  each  District.  I therefore  appoint, 
from  the  First  District,  Dr.  E.  H.  Drake  of  Port- 
land, Chairman;  Second  District,  Dr.  H.  M. 
Howard  of  Rumford;  Third  District,  Dr.  Leon  D. 
Herring  of  Winthrop;  Fourth  District,  Dr.  G.  W. 
Soule  of  Rockland;  Fifth  District,  Dr.  M.  A.  Torrey 
of  Ellsworth;  Sixth  District,  Dr.  H.  C.  Knowlton 
of  Bangor. 

The  next  item  of  business  is  the  report  of  Council 
meetings.  This  report  will  be  made  to  the  House 
of  Delegates  by  Dr.  Ebbett  of  Houlton,  the  present 
Chairman  of  the  Council. 

( Dr.  P.  L.  B.  Ebbett  then  read  his  prepared 
report  of  Council  meetings,  held  at  Poland  Spring, 
June  26  and  27,  1939;  Bay  View  Farm,  Belfast, 
August  6,  1939;  Elmwood  Hotel,  Waterville,  Octo- 
ber 25  and  26,  1939,  and  of  Council  Business  trans- 
acted by  mail.) 

Chairman  Foster:  You  have  heard  the  report  of 
the  Chairman  of  the  Council.  What  is  your 
pleasure? 


Dr.  H.  C.  Knowlton  of  Bangor:  I move  that  the 
report  be  accepted  and  placed  on  file. 

This  motion  was  duly  seconded  by  several  of  the 
members  present,  and  was  carried. 

Chairman  Foster:  There  was  a good  deal  of 

talk  at  the  Council  meetings,  and  a good  deal  of 
lengthy  discussion,  and  I think  we  will  have  to 
thank  in  considerable  measure  our  Assistant  Sec- 
retary. The  precise  resume  was  very  helpful. 

After  Dr.  Ebbett  catches  his  breath,  we  will  ask 
him,  as  Chairman  of  the  Council,  to  report  to  you 
and  give  to  you  the  estimated  budget  for  the  Asso- 
ciation for  next  year. 

(Dr.  Ebbett  then  read  the  estimated  budget  as 
approved  by  the  Council : ) 


BUDGET,  1940-1941 

President’s  Expenses  $ 300.00 

Salaries: 

Secretary-Treasurer  1,200.00 

Assistant  Secretary  1,500.00 

Office  Expenses,  Secretary-Treasurer  and 

Portland  Office  850.00 

Committees : 

Medical  Advisory  650.00 

Graduate  Education  300.00 

Other  Committees  100.00 

State  Delegates  and  Council  200.00 

Delegate,  A.  M.  A.  Annual  Session  200.00 

Annual  Session  200.00 

Clinical  Session  200.00 

Appropriation  to  Journal  ($2,000.00): 

Editor’s  Salary  1,000.00 

Other  Journal  Expenses  1,000.00 


Total  $7,700.00 

Dr.  Ebbett:  These  expenses  that  I have  read  to 
you  vary  somewhat,  so  we  can’t  drop  down  to  just 


what  certain  costs  were  last  year  or  the  year  before 
last.  They  vary  up  and  down. 

For  instance,  for  the  Medical  Advisory  Com- 
mittee last  year  $500  was  appropriated  and  $500 
was  spent.  This,  as  you  know,  was  a retainer 
for  Mr.  Locke,  our  legal  representative.  We  have 
on  that  Committee  eight  men,  of  whom  Dr.  Carl 
Robinson  of  Portland  is  Chairman.  They  have  to 
do  a lot  of  work  because  there  are  a lot  of  medico- 
legal cases  coming  up,  and  they  have  always  done 
it  gratis.  In  other  words,  the  members  come  from 
all  parts  of  the  State,  and  they  have  to  travel  to 
Portland,  and  so  far  they  have  always  paid  their 
own  expenses.  Your  budget  Committee  doesn’t  feel 
that  is  fair.  The  work  of  this  Committee  is  pro- 
tecting each  member  of  the  Association.  If  a 
legal  case  necessitates  meeting  in  Portland,  and 
these  men  pay  their  own  expenses,  we  feel  this  is 
not  right.  Therefore,  we  recommend  adding  $150 
to  the  amount  usually  estimated  for  this  work.  We 
suggest  that  you  approve  $650  for  the  expense  of 
the  Medical  Advisory  Committee,  allowing  $150 
for  expenses  of  traveling.  If  it  isn’t  spent  by  the 
members  of  the  Committee,  we  will  still  have  the 
money. 

On  the  Committee  for  Graduate  Education,  last 
year  we  spent  $131.66,  but  we  had  estimated  an 
expenditure  of  $500.  We  have  cut  this  appropria- 
tion down  this  year  to  $300. 

For  the  Delegate  to  the  A.  M.  A.,  we  estimated 
$250  last  year,  and  we  spent  $136.75.  We  have  cut 
this  appropriation  to  $200  this  year. 

Last  year,  we  allowed  $200  for  the  Annual  Ses- 
sion, but  we  didn’t  spend  anything;  in  fact,  we 
came  out  $24.00  ahead  of  the  game.  So  we  had  a 
little  saving  there.  However,  in  some  previous 
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years,  we  have  dropped  behind  as  much  as  $225. 
So  we  feel  it  is  not  safe  to  travel  without  a budget 
appropriation  for  the  Annual  Session,  so  we  have 
estimated  $200  as  usual. 

Now,  as  to  the  Clinical  Session,  that  is  one  of 
the  things  that  perhaps  the  House  of  Delegates 
should  consider.  The  advisability  of  continuing 
these  Clinical  Sessions  was  discussed  considerably 
at  Council  meetings.  The  members  do  not  attend 
them  as  they  should.  For  the  last  couple  of  years, 
we  have  had  only  a little  over  one  hundred  mem- 
bers present. 

The  Society  that  we  visited  last  year,  Kennebec 
at  Waterville,  put  considerable  effort  into  giving 
us  a good  program.  We  feel  that  if  the  members 
want  those  programs  put  on  by  the  respective 
societies,  they  can  do  it.  It  has  to  be  in  a clinical 
center.  Then  we,  at  least,  ought  to  show  our 
appreciation  by  attending.  If  the  attendance  is 
not  good,  we  feel  those  sessions  had  better  be  cut 
out. 

Now,  up  until  the  last  few  years,  the  Society  that 
put  on  the  Clinical  Session  has  stood  all  the 
expense,  but  we  didn’t  feel  that  was  right,  so  last 
year,  and  I think  the  year  before  as  well,  the 
Society  set  aside  a sum  to  spend  on  the  Fall  Clin- 
ical Session.  Last  year,  we  estimated  $200,  of 
which  $152.75  was  spent.  This  year,  for  the  Fall 
Session,  we  advise  the  budgeting  of  the  sum  of 
$200  again. 

On  the  appropriation  for  the  Journal,  last  year 
we  budgeted  $2,000,  of  which  $1,000  goes  to  the 
Editor’s  salary,  and  $1,000  for  the  Journal  ex- 
penses. Last  year,  we  expended  $1,596.93.  Now, 
on  the  budget  this  year,  we  advise  $1,000  for  the 
Editor’s  salary  and  $1,000  for  Journal  expenses, 
just  the  same  as  we  estimated  in  1939. 

The  total  budget  estimated  last  year  was  $8,050. 
The  budget  this  year,  according  to  our  estimate, 
amounts  to  $7,700,  approximately  $350  less  than 
the  estimate  last  year. 

Now,  are  there  any  questions  relative  to  any  of 
these  items? 

Dr.  Samuel  Kagan  of  Augusta:  I believe  the 

Fall  Clinic  has  had  a little  competition  in  the 
New  England  Post  Graduate  Assembly  held  in 
Massachusetts.  I believe  that  probably  is  part  of 
the  answer  to  the  dropping  off  of  attendance.  I 
wonder  if  you  could  tell  us  about  the  views  that 
have  been  expressed  on  the  Fall  Clinic. 

Dr.  Ebbett:  There  is  also  another  meeting  that 
comes  about  the  same  time  that  many  of  the  men 
want  to  go  to.  In  other  words,  they  both  come  in 
October.  We  have  usually  held  ours  the  last  week 
in  October  or  thereabouts.  Usually,  we  plan  the 
date  so  that  if  the  members  want  to  do  so,  they 
can  go  to  one  of  the  football  games;  we  would 
have  our  meeting  on  Friday,  and  they  could  go  to 
the  game  on  Saturday,  if  they  wanted  to  do  that. 

Now,  whether  it  would  be  advisable  to  have  these 
meetings  later,  when  we  wouldn’t  conflict  with 
anything  else,  or  whether  it  would  be  advisable  to 
have  the  meetings  earlier,  is  a question.  If  we  put 
it  much  earlier,  it  brings  us  pretty  close  to  our 
June  session.  In  other  words,  in  September,  when 
the  weather  would  he  better,  and  when  the  roads 
would  be  better,  we  might  draw  a larger  crowd, 
but  on  the  other  hand,  it  would  be  pretty  close  to 
this  meeting.  Then  again,  if  we  hold  it  in  Novem- 
ber, we  are  liable  to  strike  even  worse  weather 
than  we  do  in  October.  We  can’t  tell  about  that. 
It  is  a debatable  question. 

It  seems  to  me  that  if  our  attendance  doesn’t 
improve,  it  is  rather  foolish  to  ask  any  Society  to 
go  to  the  work  of  putting  on  these  meetings.  I 
must  say,  however,  that  those  who  have  been 


missing  them  are  missing  a treat.  I have  enjoyed 
every  one  of  them.  I think  you  all  would,  if  you 
would  attend  them. 

I can  say  that  Bangor  has  cordially  invited  us 
over  there  this  Fall,  and  I know  they  have  a won- 
derful program  in  view.  I have  talked  with  Dr. 
Craig  and  some  of  the  others,  and  I know  they 
have  a treat  in  store  for  us. 

Chairman  Foster:  This  is  your  money  that  is 
being  spent,  Gentlemen,  and  if  there  are  any  items 
on  the  budget,  which  are  not  clearly  understood, 
now  is  the  time  to  question  them. 

Are  there  any  questions? 

Dr,  Knowlton:  I move  the  adoption  of  the 

budget. 

This  motion  was  duly  seconded  by  Dr.  Smith, 
and  was  carried. 

Chairman  Foster:  I declare  the  vote  carried. 

Your  budget  for  next  year  is  set  down  for  $7,700. 

I should  like  to  say  here  that  the  Council  con- 
sidered the  Clinical  meetings  at  length  and,  as 
Dr.  Ebbett  said,  two  years  ago,  the  Council  decided 
that  the  Clinical  meetings  would  continue  and  as 
the  expense  increased,  the  State  Society  ought  to 
bear  the  expense;  this  was  so  voted,  and  this 
year  that  appropriation  appears. 

Dr.  H.  E.  Small  of  Fort  Fairfield:  Is  discussion 
of  the  Clinical  Session  open  now?  It  has  been 
suggested  that  we  cut  down  the  two  days  to  a 
one-day  session. 

Chairman  Foster:  We  are  going  to  bring  that 
up  later,  and  we  will  amplify  your  views  at  that 
time. 

The  Council  Chairman  has  another  duty,  a 
pleasant  duty,  to  perform,  and  that  is  to  read  the 
names  of  the  men  who  have  been  in  practice  fifty 
years  in  their  various  counties  and  have  been 
nominated  by  their  counties  as  full-fledged  mem- 
bers of  this  Association,  with  dues  paid  up,  and 
entitled  to  the  Fifty-Year  Medal. 

Dr.  Ebbett:  The  names  of  these  men  are  as 

follows: 

Henry  H.  Brock,  M.  D.,  of  Portland,  Cumberland 
County  Medical  Society,  graduated  from  Bowdoin 
in  1890. 

Frederick  B.  Adams,  M.  D.,  Rockland,  Knox 
County  Medical  Society,  graduated  from  New  York 
University  Medical  College  in  1890. 

Edward  E.  Shapleigh,  M.  D„  Kittery,  York 
County  Society,  graduated  from  Bowdoin  in  1890. 

These  names  were  approved  by  the  Council. 

A Member:  Does  that  require  the  vote  of  the 

House  of  Delegates? 

Chairman  Foster:  It  requires  the  vote  of  the 
County  Medical  Society,  and  the  Council  approves 
that. 

A Member:  Then  we  do  not  need  to  do  anything 
on  that,  do  we? 

Chairman  Foster:  You  may  express  your  ap- 

proval. 

All  those  in  favor  of  the  action  of  the  Council 
will  please  signify  by  saying  “aye.” 

There  was  a chorus  of  “ayes,”  and  the  action  of 
the  Council  in  this  matter  was  approved. 

Chairman  Foster:  At  this  time,  we  are  going 
to  hear  from  the  Delegates  to  the  various  State 
Societies.  First,  I will  call  on  Dr.  Wedgewood 
Webber,  of  Lewiston,  who  represented  our  Society 
at  the  Connecticut  meeting. 

Dr.  M.  S.  F.  Greene  of  Lewiston:  He  may  he 
here  later,  but  I am  sure  that  I can  say  that  he 
attended  and  that  he  had  an  excellent  time  and 
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was  well  received.  I hope  he  will  be  here  in  per- 
son to  report  later. 

Chairman  Foster:  The  delegate  to  the  New 

Hampshire  Medical  Society  meeting  was  Dr.  Wil- 
liam T.  Rowe  of  Rumford,  and  perhaps  we  can 
hear  from  him  at  this  time. 

Dr.  H.  M.  Howard  of  Rumford:  Dr.  Rowe  was 
unable  to  get  here  today.  He  did  attend  the  meet- 
ing and  had  an  enjoyable  time,  and  in  one  of  our 
local  get-togethers,  gave  us  a nice  description  of 
the  meeting  that  he  attended  in  New  Hampshire. 

Chairman  Foster:  Dr.  Torrey  of  Ellsworth  at- 
tended the  Rhode  Island  meeting.  Dr.  Torrey,  can 
you  report  to  us  on  your  visit  there? 

Dr.  M.  A.  Torrey:  Mr.  Speaker  and  Gentlemen. 
The  Rhode  Island  meeting  was  held  June  5th  and 
6th  in  Providence.  The  meetings  are  run  in  a 
measure  much  the  same  as  ours.  Of  the  two  days 
of  the  meetings,  the  afternoons  are  given  over  to 
papers  and  discussions,  and  the  forenoons  are  given 
over  to  clinics,  not  dry  clinics,  but  clinics  actually 
held  in  the  hospitals. 

I had  an  experience  similar  to  Dr.  Ebbett’s.  The 
Wednesday  morning  clinics  were  held  at  the 
Memorial  Hospital  in  Pawtucket.  If  you  know 
anything  about  Providence,  you  will  know  that 
finding  your  way  from,  let  me  say,  the  Providence 
Biltmore  to  the  Memorial  Hospital  in  Pawtucket 
is  much  worse  than  coming  from  Houlton  to 
Belfast.  I happened  to  take  the  wrong  route,  and 
by  the  time  I got  there,  the  Clinical  sessions  were 
all  over. 

The  other  Clinical  Sessions  were  held  in  three 
hospitals  in  Providence,  the  Lying-In  Hospital,  the 
Butler  Hospital  and  the  Memorial  Hospital,  with 
a program  that  certainly  would  fulfill  the  wishes 
of  any  individual  there.  You  would  simply  have 
to  make  your  choice  and  go  to  that  one. 

The  afternoon  sessions  were  held  at  the  Provi- 
dence Memorial  Library,  a very  splendid  structure 
that  is  given  over  to  the  Medical  Society  of  the 
State.  There  is  not  only  a Library,  but  there  is 
also  an  Auditorium,  in  which  they  hold  practically 
all  of  their  meetings. 

The  first  afternoon,  unlike  our  weather  here,  it 
was  terrifically  hot.  Dr.  Kingman,  who  was  pre- 
siding, perspired  so  freely  on  the  rostrum  that  he 
finally  suggested  we  shed  coats  and  vests,  which 
we  did,  and  from  then  on  we  were  reasonably 
comfortable. 

We  had  the  pleasure  of  listening  to  Dr.  Joslin, 
who,  in  a rather  informal  sort  of  an  address  and 
in  his  characteristic  manner,  talked  about  some  of 
the  anticipated  advances  in  the  treatment  of 
diabetes  to  come. 

The  Superintendent  of  the  Providence  State 
Hospital  was  there  and  gave  a rather  interesting 
discussion  of  the  convulsive  state.  He  advocated 
some  new  sidelights  on  the  thing  that  certainly 
were  brand  new  to  me,  and  I think  they  were  brand 
new  to  a great  many  men  who  sat  there  and 
listened  to  him.  If  Dr.  Fitzpatrick  is  on  the  right 
road,  he  may  know  a lot  of  things  that  we  don’t 
know  too  much  about  now. 

The  meetings,  in  general,  were  well  attended, 
although  it  was  hard  to  determine  that  unless  you 
watched  it  a little  bit.  The  meetings  would  begin 
with  perhaps  fifty  members  present.  In  the  course 
of  three  hours,  I venture  that  that  number  would 
change  at  least  three  times,  as  men  came  in  and 
went  out  from  the  surrounding  city. 

About  half  of  the  physicians  in  the  State  of 
Rhode  Island  are  concentrated  in  the  two  cities  of 
Providence  and  Pawtucket.  Those  men  were  all 
carrying  on  their  practice,  and  were  sneaking 


away  for  an  hour  or  so  as  they  could,  and  as  they 
came  and  went  out,  we  had  a sort  of  rotating  ses- 
sion each  day.  It  wasn’t  true  of  the  clinical  ses- 
sions, but  it  was  true  of  the  afternoon  sessions. 

The  banquet  was  held  at  the  Popliam  Club,  at 
which  we  were  served  a shore  dinner  of  endless 
courses,  followed  by  an  address  by  a clergyman. 
It  was  one  of  the  finest  things  I ever  listened  to. 
Certainly,  it  wasn’t  medical,  but  it  was  extremely 
interesting.  He  had  just  returned  from  Finland 
previous  to  the  Russian  invasion,  and  gave  us  a 
first-hand  description  of  Finland  and  what  it  was 
before  and  what  it  might  be  now.  Everybody,  it 
seemed  to  me,  was  extremely  interested  in  the 
thing. 

This  was  my  first  trip  to  another  medical  society 
as  a delegate.  Dr.  Wells,  Secretary  of  the  Rhode 
Island  Society,  although  an  extremely  busy  man, 
not  only  with  the  Society,  of  which  he  is,  of  course, 
like  a great  many  other  Secretaries,  the  main- 
spring, yet  he  took  me  under  his  wing  and  showed 
me  some  of  the  intricate  windings  of  the  City  of 
Providence,  which  I promptly  forgot;  he  saw  to 
it  that  I got  from  one  place  to  another  at  the 
proper  time  after  he  found  I was  there,  and  he 
made  it  generally  a very  enjoyable  occasion  for  me. 

I did  see  one  thing  that  perhaps  the  men  in  this 
Society  would  be  interested  in,  or  will  be  interested 
in  a little  later.  One  of  the  younger  men  of  the 
Providence  Medical  Society  has  invented  a new 
type  of  blood  pressure  cuff.  It  is  one  of  the  most 
ingenious  things  I have  ever  seen.  All  you  do  is 
to  take  the  bag  out  of  your  case  and  transfer  it 
to  this  thing.  It  is  a leather  gadget,  which  you 
slap  on,  in  the  twinkling  of  an  eye,  and  proceed 
to  pump.  When  it  is  all  over,  you  grab  one  end 
and  pull,  and  the  whole  thing  comes  off.  They 
were  running  time  trials,  one  afternoon,  something 
like  thirty  seconds  from  start  to  finish,  from  the 
time  of  unpacking  to  complete  packing  of  it. 

Dr.  Pratt  hoped  to  have  that  thing  up  here  at 
this  meeting.  He  wrote  me  about  it  and  I referred 
the  letter  to  Dr.  Carter,  but  1 don’t  know  what 
action  was  taken.  He  only  succeeded  in  getting 
twenty-five  made  down  there,  but  I happened  to 
be  fortunate  enough  to  get  one  of  them.  I foolishly 
came  off  and  left  it  at  home.  It  is  a tricky  little 
thing,  and  I think  a lot  of  men  are  going  to  be 
interested  in  it. 

I wish,  at  this  time,  to  extend  my  thanks  to  the 
State  Society  for  giving  me  the  privilege  of  going 
to  Providence.  (Applause.) 

Chairman  Foster:  Thank  you,  Doctor,  for  such 
an  interesting  report.  I think,  too,  that  it  is  a 
privilege  and  a pleasure  to  attend  the  meetings  of 
a Society  of  one  of  our  sister  states. 

The  representative  to  the  Vermont  meeting  was 
Dr.  Harold  E.  Small  of  Fort  Fairfield,  and  we  are 
ready  to  listen  to  his  report  now. 

Dr.  Harold  E.  Small:  I was  very  happy  to  have 
the  opportunity  to  go  to  Vermont,  as  representative 
of  the  Maine  Medical  Association.  The  Vermont 
meeting  was  held  on  October  5tli  and  6th  in  the 
City  of  Burlington,  at  the  Hotel  Vermont;  that  is, 
the  headquarters  for  the  convention  were  at  the 
Hotel  Vermont,  but  the  business  sessions  were  at 
the  Hotel  Van  Ness,  across  the  street. 

It  is  a great  privilege,  and  a happy  one,  for  me 
to  go  back  to  my  college  town  and  meet  Professors 
and  a few  classmates  whom  I hadn’t  seen  for  a 
great  many  years.  I was  very  graciously  received 
and  had  a most  enjoyable  time. 

I think  one  of  the  highlights  of  the  meeting  was 
an  address  or  a talk  by  John  Irving  of  New  York 
City  on  “Early  Diagnosis  of  Tumors  of  the  Breast.” 
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He  brought  out  the  importance  of  early  diagnosis 
and  methods  which  are  to  be  used. 

Another  paper,  or  rather  a symposium,  was  by 
Dr.  Mahan  of  New  York  on  “Obstetrics.”  This 
took  up  all  of  one  forenoon. 

The  Vermont  Society  holds  their  sessions  for 
only  a day  and  a half.  This  symposium  on  “Obstet- 
rics” took  place  on  the  forenoon  of  the  last  day. 
There  developed  quite  a discussion  in  regard  to 
treatment  and  diagnosis  and  also  the  difficulties 
of  Caesareans  and  the  hemorrhages  that  follow,  and 
I was  particularly  interested  in  that  part  of  it, 
because  I have  been  in  difficulties  myself,  and  I 
always  hate  to  get  hemorrhage  from  the  cervical 
portion  and  try  to  control  them  with  small  packs 
and  other  medication. 

On  Monday  evening,  there  was  an  address  by  the 
President-Elect  of  the  A.  M.  A.,  Dr.  Van  Etten,  on 
the  various  aspects  of  this  discussion  we  are  hav- 
ing in  Washington  over  the  A.  M.  A.  and  their  law 
suit.  It  was  very  interesting. 

Following  that,  there  was  music  by  a quartette 
from  Boston,  which  was  most  excellent,  I can 
assure  you.  After  that,  there  was  a magician  who 
did  some  very  fine  sleight  of  hand  work,  and  his 
performance  was  most  interesting  to  everybody, 
including  the  ladies,  as  he  showed  them  how  to 
play  trick  bridge  and  a few  other  things;  he  told 
them  not  to  have  him  as  partner. 

I want  to  thank  you  very  much  for  sending  me 
as  a delegate  to  the  Vermont  meeting.  (Applause.) 

Chairman  Foster:  Your  delegate  to  the  Massa- 
chusetts Society  meeting  was  your  President-Elect, 
who  was  most  courteously  received.  As  a matter 
of  fact,  I received  a letter  from  the  vigorous  and 
charming  Secretary  of  the  Massachusetts  Society 
to  be  sure  to  be  present.  The  letter  enclosed  a 
ticket  to  the  banquet,  and  every  courtesy  was 
extended  to  me  as  your  delegate. 

The  meetings  were  held  at  the  Copley  Plaza  on 
May  21st  and  22nd,  I think  it  was.  The  commercial 
exhibit  was  in  the  large  ballroom  on  the  right  as 
you  go  in  from  Dartmouth  Street;  there  was  a 
tremendous  commercial  exhibit,  and  the  meetings 
were  held  in  the  room  on  the  left. 

They  have  adopted  a system  of  general  meetings 
for  the  four  sessions.  They  had  a symposium  Tues- 
day morning  and  Tuesday  afternoon,  the  banquet 
Tuesday  night,  a symposium  on  Wednesday  morn- 
ing and  Wednesday  afternoon,  with  a group  of 
speakers  on  the  same  subject,  and  then  the  subject 
was  summed  up  by  an  eminent  authority. 

Dr.  Parran  summed  up  the  discussion  on  venereal 
diseases.  Dr.  Perrin  Long  was  the  highlight  of 
the  meeting,  and  he  summed  up  chemotherapy. 
He  is  an  extremely  interesting  and  capable  man. 
He  had  a few  notes  in  one  hand,  to  which  he  never 
referred,  as  far  as  I could  tell,  but  he  covered  the 
subject  thoroughly  from  beginning  to  end.  Of 
course,  he  has  lived  in  chemotherapy,  and  he  cer- 
tainly is  master  of  the  subject.  He  gave  the  im- 
pression, very  distinctly,  not  to  be  afraid  to  use 
sulfapyridine,  sulfanilamide,  sulphathiozol.  Don’t 
be  afraid  to  use  them.  I gathered,  from  listening 
to  the  symposium,  that  the  doctors  are  a little  bit 
afraid  to  give  it,  and  the  patients  can’t  get  it  fast 
enough.  I have  forgotten  how  many  tons  he  said 
had  been  used.  Of  course,  he  didn’t  mean  to  use  it 
indiscriminately.  But  he  certainly  gave  the  im- 
pression that  it  is  a reasonably  safe  drug,  and  if 
one  kept  his  eyes  open  for  jaundice,  anemia,  red 
blood  in  the  urine,  it  could  be  safely  given.  Fifty 
per  cent  could  be  given  to  office  patients  or  patients 
in  the  home.  He  was,  of  course,  familiar  with  it 
and  not  the  least  bit  afraid  of  it.  He  held  the  audi- 
ence for  a long  time,  and  certainly  gave  encourage- 
ment in  the  use  of  these  drugs. 


Dr.  Francis  Blake,  one  of  our  speakers  last  year, 
spoke  about  pneumonia,  and  he  said  he  couldn’t 
show  there  was  any  great  difference  between  the 
use  of  sulfapyridine  and  sulfanilamide;  he  thought 
they  were  both  safe  and  efficient,  and  the  results 
were  extremely  satisfactory. 

They  had  the  banquet  the  first  night.  Dr.  Parran 
said  a few  words  about  the  gravity  of  the  war 
situation.  Then  the  meeting  adjourned  to  the  ball- 
room and  they  had  an  annual  oration.  They  had  a 
fine  evening. 

The  next  day  they  had  a luncheon,  and  then  the 
meetings  adjourned  on  the  afternoon  of  the  second 
day. 

It  was  interesting  to  note  that  they  didn’t  have 
any  conference  meetings.  They  do  have  a noon 
luncheon  the  first  day,  at  which  different  groups 
discuss  particular  subjects.  For  instance,  a med- 
ical group  will  discuss  medical  subjects;  a pedia- 
tric group  will  discuss  their  field,  and  the  same  is 
true  of  surgery.  Notice  is  given  beforehand  about 
those  group  meetings,  and  they  are  held  at  the 
different  hotels  in  the  neighborhood  of  the  Copley 
Plaza  Hotel.  Tickets  are  issued  for  the  lunch- 
eons, and  certain  subjects  are  discussed.  Other- 
wise, the  four  sessions  are  devoted  to  a general 
meeting  type. 

It  was  a pleasure  to  attend  these  meetings,  and 
I certainly  appreciated  the  opportunity  to  go  to 
Boston. 

A Member:  At  those  luncheons,  do  they  have  a 
leader  to  discuss  the  particular  subject  first,  that 
is,  a designated  leader,  who  knows  what  he  is 
going  to  start  with,  and  then  gets  the  other  fellows 
going,  or  does  he  have  a paper? 

Chairman  Foster:  They  have  a designated 

leader,  long  ahead  of  time,  with  an  assistant  to 
help  him,  on  the  program,  and  he  starts  the  dis- 
cussion. 

Are  there  any  other  questions  you  Gentlemen 
would  like  to  ask  about  the  various  State  meet- 
ings If  not,  we  shall  go  on  with  our  next  item  of 
business. 

We  are  now  going  to  hear  from  the  Delegate  to 
the  A.  M.  A.  recently  held  in  New  York,  the  man 
who  has  represented  us  so  well  for  the  last  few 
years,  Dr.  Ellingwood  of  Rockland. 

(Dr.  Ellingwood  read  his  prepared  report  on 
the  A.  M.  A.  meeting  in  New  York.)* 

Chairman  Foster:  Are  there  any  questions 

about  the  meeting  of  the  A.  M.A.? 

Dr.  Knowlton  : Did  I understand  Dr.  Elling- 

wood to  say  the  Association  was  being  sued  for 
$5,000,000? 

Dr.  Ellingwood:  Yes,  that  includes  several  in- 
dictments. Dr.  Brickley  has  a suit  against  us  for 
$250,000;  a pharmaceutical  house  has  brought  suit 
for  $3,000,000;  another  individual,  who  is  a doc- 
tor, has  brought  suit  for  $1,000,000  for  libel.  There 
are  three  libel  suits,  altogether.  On  top  of  that,  we 
have  the  suit  of  the  government,  and  I don’t  know 
how  much  that  is. 

Chairman  Foster:  Are  there  any  further  ques- 
tions? If  not,  we  will  go  on  to  the  matter  of  hear- 
ing reports  of  the  Standing  Committees,  which 
were  not  published  in  the  Journal.  The  June  issue 
of  the  Journal  carries  the  reports  of  the  Standing 
Committees,  unless  there  is  some  reason  for  not 
carrying  them. 

I shall  now  call  upon  the  Chairman  of  the  Com- 
mittee on  Medical  Education  and  Hospitals.  Is 
Dr.  Leighton  here? 

(There  was  no  response.) 

* This  report  will  be  published  in  an  early  issue  of  the 
Journal. 
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Is  the  Committee  on  Social  Hygiene  ready  to 
report?  Is  Dr.  Merrill  of  Bangor  here? 

(There  was  no  response.) 

Dr.  George  L.  Pratt  is  Chairman  of  the  Legis- 
lative Committee,  but  he  feels  that  there  isn’t 
anything  to  report,  because  there  was  no  Legisla- 
ture in  session  last  year  and  therefore  there  were 
no  matters  to  come  before  the  Legislative  Com- 
mittee. 

Do  you  wish  to  add  anything,  Dr.  Pratt? 

Dr.  George  L.  Pratt  of  Farmington:  No,  that  is 
all  I would  have  to  say  about  this  matter. 

Chairman  Foster:  Now  we  have  the  reports  of 
the  special  committees.  Dr.  B.  L.  Bryant  was 
Chairman  of  the  Committee  on  Nursing  Affairs, 
but  Dr.  Bryant  died,  and  Dr.  Brown  reports  that 
they  have  not  had  a meeting  of  the  Committee 
during  the  past  year. 

Dr.  George  Young  of  Skowhegan  is  Chairman  of 
the  Tuberculosis  Committee,  but  I understand 
there  is  no  report  from  that  Committee. 

Dr.  Harry  Butler  of  Bangor  is  Chairman  of  the 
Committee  on  the  Prevention  and  Amelioration  of 
Deafness.  Dr.  Butler  sends  the  following  letter  to 
Dr.  Carter: 

“I  will  be  unable  to  go  to  Rangeley  before 
Monday,  June  24th,  but  I am  sending  this  in  lieu 
of  presenting  a report  of  the  Committee  at  the 
first  meeting  of  the  House  of  Delegates.  The 
Chairman  of  the  Committee  conducted  a Hard-of- 
Hearing  Clinic,  as  has  been  customary  in  other 
Years,  at  Millinocket.  This  seems  to  be  the  extent 
of  the  work  the  past  year,  beyond  educational 
talks  wherever  possible. 

“I  am  wondering,  after  a talk  with  Dr.  Hill, 
whether  it  might  not  be  wise  to  discontinue  the 
Committee  as  such,  of  which  I am  Chairman, 
delegating  the  work  of  spreading  the  gospel  to 
the  Committee  on  Graduate  Education. 

“Very  sincerely  yours, 

“Harry  Butler,  M.  D.” 

Chairman  Foster:  Dr.  Butler  has  made  this 

report  through  this  letter.  Do  I hear  any  motion 
regarding  his  suggestion  that  the  work  be  carried 
on  by  the  Committee  on  Medical  Education?  Dr. 
Holt,  are  you  on  the  Committee  on  Graduate  Edu- 
cation? Dr.  Butler  suggests  that  the  Committee 
for  the  Amelioration  of  Deafness  be  discharged  and 
merged  with  the  Committee  on  Graduate  Education. 

Dr.  E.  E.  Holt  of  Portland:  I don’t  know  as  I 
can  answer  for  the  Committee.  That  has  never 
been  brought  before  the  Committee,  to  my  knowl- 
edge. I don’t  know  whether  that  would  come, 
strictly,  within  the  province  of  that  Committee 
or  not. 

Dr.  W.  E.  Kersiiner  of  Bath:  I would  suggest 
that  the  Committee  on  Graduate  Education  is  for 
physician  training,  and  this  particular  thing 
applies  to  the  relief  of  deafness  and  the  teaching 
of  the  lay  public  of  those  things  which  have  to 
do  with  deafness  and  how  they  may  be  relieved. 
I don’t  see  that  the  two  Committees  would  have 
anything  in  common,  do  you,  Dr.  Holt? 

Dr.  Holt:  I should  not  think  so. 

Dr.  Kershner:  You  are  dealing  with  the  training 
of  physicians  on  this  Committee,  and  they  are 
dealing  with  lay  contacts. 

Dr.  Holt:  As  far  as  I know,  we  have  had  no 
contact  with  the  lay  people  in  our  work. 

Chairman  Foster:  We  will  postpone  further 

discussion  until  Dr.  Butler  comes  and  see  if  we 
understand  the  intent  of  his  letter. 

We  will  go  on  to  the  Committee  on  Investigation 
of  Collection  Agencies.  Dr.  E.  W.  Gehring  of  Port- 


land is  Chairman  of  that  committee,  but  he  re- 
signed; he  sent  in  his  resignation  as  Chairman  of 
that  Committee,  and  he  suggested  that  the  Com- 
mittee be  discontinued.  I have  a letter  from  Dr. 
Gehring  regarding  this  matter,  which  I shall  read. 

“Dear  Doctor  Carter 

The  Committee  on  Investigation  of  Collection 
Agencies  has  nothing  to  report. 

Dr.  Pratt,  in  the  September,  1939,  issue  of  the 
Journal,  ordered  printed  an  old  president’s  page 
of  mine  (1934)  entitled  “Stop,  Look  and  Listen.” 
That  is  our  admonition  today  and  every  day. 

At  this  time,  I beg  herewith  to  submit  my  resig- 
nation as  a member  of  the  Committee  on  Investi- 
gation of  Collection  Agencies,  the  same  to  take 
effect  at  the  annual  session  of  the  State  Medical 
Association  in  June,  1940. 

Very  sincerely  yours, 

E.  W.  Gehring.” 

Chairman  Foster:  What  is  your  wish  in  this 
matter? 

Dr.  George  L.  Pratt  of  Farmington:  I think 

that  Dr.  Gehring  has  been  an  extremely  efficient 
man,  investigating  these  agencies,  and  he  knows 
a good  deal  more  about  them  than  any  of  the  rest 
of  us.  I think  we  should  refuse  to  accept  his 
resignation.  I think  he  will  continue,  if  we  put  it 
up  to  him. 

Chairman  Foster:  Do  you  move  that  the  resig- 
nation be  not  accepted? 

Dr.  Pratt:  Yes,  I move  that  the  resignation  of 
Dr.  Gehring  as  Chairman  of  the  Committee  on 
Investigation  of  Collection  Agencies  be  not  ac- 
cepted, that  he  be  notified  that  his  resignation  has 
been  received  and  not  accepted,  and  that  he  be 
asked  to  continue. 

This  motion  was  duly  seconded  by  several  of  the 
members  present,  and  was  carried,  by  a hand  vote. 

Chairman  Foster:  That  is  the  end  of  the  Com- 
mittee reports.  I do  not  believe  I asked  for  accept- 
ance of  the  report  of  the  Delegate  to  the  A.  M.  A. 

Dr.  Holt:  I move  that  the  report  of  the  Delegate 
to  the  A.  M.  A.  be  accepted. 

This  motion  was  duly  seconded  by  Dr.  Ebbett 
and  other  members  present,  and  was  carried. 

Chairman  Foster:  That  is  the  routine  business. 
Now,  we  come  to  new  business,  and  under  new 
business,  we  have  a letter  from  Penobscot  County 
Medical  Society,  inviting  us  to  hold  a Clinical 
Session  in  Bangor.  I will  ask  Dr.  Carter  to  read 
the  letter  to  you. 

Secretary  Carter:  This  letter  is  dated  February 
26,  1940.  It  includes  a report  of  the  County  meet- 
ing. Then  the  letter  says  that  the  Penobscot  County 
Medical  Society  voted  to  invite  the  group  to  come 
to  Bangor  for  the  Fall  Clinical  Sessions,  if  such  are 
to  be  held.  They  are  interested  to  know  when  the 
decision  is  to  be  made  relative  to  holding  these 
sessions,  as  they  understand  there  is  considerable 
doubt  about  the  wisdom  of  holding  these  Fall 
meetings.  They  will  be  glad  to  hear  from  us  as 
soon  as  we  can  give  them  definite  information.  This 
letter  is  signed  by  Forrest  B.  Ames,  M.  D. 

Dr.  L.  A.  Sweatt  of  Auburn : I haven’t  anything 
to  offer,  but  I just  want  to  say  that  was  brought 
up  at  one  of  our  meetings.  I understood  that  the 
Secretary  had  had  a letter  written  to  him  relative 
to  sending  the  session  down  there  for  a day.  When 
the  session  is  for  two  days,  a man  has  to  choose; 
perhaps  he  can  go  only  for  one  day,  and  the  result 
is  that  sometimes  he  chooses  neither;  he  doesn’t 
go  at  all.  So  it  was  thought  in  our  meetings  that 
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perhaps  if  we  had  a one-day  session,  it  might  be 
better. 

Chairman  Foster:  We  would  like  a full  dis- 

cussion on  this  matter,  Gentlemen. 

Dr.  Pratt:  I would  like  to  say  that  I brought 
this  matter  up  in  nearly  all  of  the  County  Socie- 
ties over  the  State.  We  all  know  that  the  attend- 
ance has  not  been  as  good  as  it  should  be,  but  the 
sentiment  seemed  to  be  almost  unanimous  that 
we  should  continue  these  fall  meetings,  whether 
they  be  for  one  day  or  two  days.  In  fact,  this  one- 
day  idea,  I hadn’t  thought  of  at  all.  But  in  any 
event,  I think  the  sentiment  is  that  we  should 
continue  the  meetings  over  the  State. 

Dr.  Knowlton:  Of  course,  if  you  want  to  make 
a change  or  try  something  different,  this  might 
be  a good  year  to  do  it.  We  are  so  situated  in 
Bangor  as  to  have  just  one  center  for  these  meet- 
ings. Portland  has  two  or  three,  and  Lewiston 
has  a couple  and  Waterville  has  a couple,  but  we 
have  only  one.  So,  if  we  want  to  try  a one-day 
session,  morning,  afternoon  and  evening,  this 
would  be  as  good  a time  as  any  to  try  it  out, 
because  we  will  have  to  run  our  meetings  in  the 
same  place  on  both  days,  if  we  have  a two-day 
session — not  that  we  are  averse  to  doing  that  or 
have  even  discussed  it,  because  we  haven’t. 

Dr.  Torrey:  Since  Dr.  Pratt  brought  this  mat- 
ter up  at  our  County  Society  meeting  last  fall, 
there  has  been  considerable  discussion  amongst 
ourselves  about  the  Clinical  Session.  The  thing 
that  we  are  up  against,  particularly,  in  our 
County,  is  this.  When  the  Fall  Clinical  Session  is 
held  in  Portland,  let  us  say,  on  a Thursday  and 
Friday,  we  have  to  figure  not  only  on  Thursday 
and  Friday,  but  also  Wednesday  afternoon  and 
Saturday  forenoon,  with  the  exception  of  Dr. 
Weymouth  of  Bar  Harbor,  who  drives  to  Portland 
in  two  hours!  But,  the  rest  of  us  can’t  do  that; 
so  we  have  to  figure  on  the  extra  half  day.  In 
other  words,  it  is  a matter  of  time,  from  one  end 
of  the  State  to  the  other,  in  that  particular  in- 
stance. Of  course,  with  the  meeting  in  Bangor, 
that  will  fit  us  beautifully,  because  we  are  only 
twenty-five  miles  away. 

This  thought  has  come  to  some  of  us.  Would  it 
be  wiser  to  attempt  to  run  the  Fall  Clinical  Ses- 
sions in  one  locality  that  covers  the  entire  State, 
or  would  sectional  sessions  be  more  advisable,  in 
sections  where  it  isn’t  so  difficult  for  men  to  get 
there,  having,  possibly,  not  quite  so  pretentious  a 
session  and  possibly  a one-day  session  instead  of 
the  two  days,  but  more  of  them  in  regions  where 
they  are  accessible  to  everybody. 

Chairman  Foster:  Gentlemen,  here  is  an  op- 

portunity for  discussion.  We  have  this  cordial 
invitation  to  carry  on  our  Fall  Clinical  Session 
in  the  Queen  City  of  Bangor,  of  which  none  is 
better. 

Dr.  Kershner:  Mr.  Chairman,  I would  suggest 
that  the  Chair  appoint  a Committee  at  the  proper 
time  to  study  the  possibility  of  regional  meet- 
ings, and  to  accept  Bangor’s  proposal  this  year. 
However,  I think  that  this  regional  meeting  busi- 
ness should  be  given  study  by  a separate  Com- 
mittee. 

Dr,  E.  H.  Drake,  Portland:  I think  we  all  real- 
ize what  a lot  of  work  these  Clinical  Sessions 
mean,  and  for  that  reason,  it  seems  to  me  that 
this  Regional  Meeting  business  is  out.  If  we  can’t 
get  sufficient  attendance  from  the  whole  State,  we 
certainly  can’t  get  it,  otherwise.  Certainly,  we 
can’t  get  a group  of  men  to  arrange  a program 
and  do  a lot  of  work,  only  to  get  a handful  of  men 
to  attend.  We  have  regional  meetings  now;  at  the 


time  our  Regional  Societies  meet,  we  have  our 
Regional  meetings. 

While  discussing  this  problem  it  might  be  wise 
to  consider  one  other  proposition,  and  that  is,  the 
possibility  of  going  back  to  having  one  medical 
meeting  a year,  combining  our  nice,  social  meet- 
ing with  a clinical  meeting,  too,  holding  it  in  or 
about  some  medical  center,  where  hospitals  are 
available,  and  where  there  is  still  a chance  to 
play  golf  and  thus  we  will  get  it  all  over  in  one 
swoop. 

Chairman  Foster:  Dr.  Drake  has  brought  up  a 
question  which  has  been  in  the  minds  of  some  of 
the  members  of  this  Society.  We  are  still  con- 
scious of  Bangor’s  generosity,  and  this  discussion 
doesn’t  mean  to  say  that  we  don’t  appreciate  the 
invitation;  it  seems  like  a good  time  to  discuss 
the  matter  fully,  however. 

Dr,  Kershner:  May  I have  the  floor  again, 

please?  The  conception  of  the  Clinical  Session 
was  based  upon  the  reports  from  a considerable 
number  of  men  all  over  the  State  that  they 
weren’t  interested  in  the  type  of  session  we  had 
at  the  Annual  Meetings,  because  they  had  no  pre- 
view of  the  papers,  and  it  was  just  that  they  were 
given,  for  the  most  part,  by  eminent  men,  and 
they  weren’t  in  a position  to  discuss  them,  and 
while  they  could  have  a good  time  socially,  they 
didn’t  get  anything  out  of  it,  practically. 

Now,  the  Clinical  Session  was  founded  in  order 
to  bring  in  a good  number  of  men  who  were  not 
interested,  particularly  in  the  Annual  Meeting. 
But,  I am  sorry  to  say  that  the  same  men  who 
come  here  come  to  the  Clinical  Sessions,  and  I 
don’t  know  that  any  more  do  come. 

Chairman  Foster:  Dr.  Drake,  of  course,  speaks 
of  the  meetings  which  were  held  formerly  in  Port- 
land, Bangor  and  Lewiston,  the  cities  where  the 
hospitals  are,  and  where  Clinical  Sessions  could 
be  held  and  scientific  papers  could  be  read,  in- 
stead of  the  resort  meeting,  combining  the  scien- 
tific meeting  and  the  clinical  meeting  into  one 
meeting. 

I think  that  a discussion  of  this  kind  is  helpful; 
it  is  enlightening  to  get  the  views  of  many  of  the 
members. 

Dr,  Frank  A.  Smith,  Cumberland  Mills:  It 

seems  to  me  that  combining  those  two  meetings 
would  be  having  too  big  a meeting  at  one  time, 
and  I think  that  if  there  is  one  thing  on  earth 
that  the  medical  profession  needs,  it  is  to  get 
some  social  life  and  to  know  each  other  better. 
I would  be  very  sorry  to  see  too  much  put  into 
one  session.  I think  that  we  get  as  much  as  we 
can  handle  at  this  session,  or  this  Annual  Meet- 
ing, as  it  is  run  at  the  present  time,  and  at  the 
same  time,  we  have  a delightful  time.  I think 
that  the  doctors’  wives  ought  to  be  considered  in 
this.  I know  that  my  wife  has  a tremendous  job 
on  her  hands,  in  this  game  that  I am  in,  and  per- 
haps a few  others  who  are  in  general  practice 
have  the  same  feeling  about  it.  I know  that  my 
wife  considers  this  the  finest  thing  she  attends 
during  the  year,  Rotary  or  any  other  service  club 
to  the  contrary  notwithstanding. 

I,  for  one,  would  be  very  loathe  to  see  a change 
made  in  the  tenor  of  these  Annual  Meetings. 

Chairman  Foster:  Is  there  any  further  discus- 
sion, Gentlemen? 

Dr.  Knowlton:  I should  like  to  second  that. 

From  our  point  of  view,  there  is  too  much  medi- 
cine projected  into  some  of  these  meetings.  I 
don’t  think  there  is  anything  that  is  better  for  us 
to  do  than  to  get  together  socially.  In  Bangor,  we 
are  kind  of  in  a state  of  change,  with  reference 
to  the  hospital,  and  we  don’t  get  together  and  talk 
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as  much  as  we  did.  formerly,  and  I think  it  is  bad 
for  us.  This  holds  true  all  over  the  State,  just  as 
well  as  it  does  in  Bangor.  And  when  you  don’t 
see  people  for  a while,  you  begin  to  think  there 
is  something  queer  about  them;  especially  if  you 
are  in  competition  with  them,  you  keep  at  a 
distance. 

I believe  we  could  even  make  this  spring  meet- 
ing more  of  a social  meeting,  and  then  do  our 
clinical  work  in  the  fall.  So,  you  had  better  come 
back  to  Bangor  to  finish  off;  you  started  there, 
you  know.  We  had  our  first  meeting  of  this  Fall 
Clinical  Session  in  February,  and  we  did  a lot  of 
work  to  get  ready  for  you. 

Let’s  have  one  more  crack  at  it  in  the  fall,  and 
not  too  late  in  the  fall;  perhaps  many  of  the  boys 
will  take  pity  on  us  and  come. 

Let’s  leave  this  spring  meeting  as  it  is — only  I 
think  it  would  be  nice  to  cut  out  so  much 
medicine ! 

Chairman  Foster:  I really  haven’t  any  idea, 

but  I think  that  this  Society  will  go  to  Bangor  in 
large  numbers.  I also  want  to  express  the  view 
that  Dr.  Drake  is  not  unsocial. 

Dr.  Knowlton:  I didn’t  mean  that. 

Dr.  Drake:  I attended  that  meeting  in  Bangor. 

Dr.  Kerstiner:  I was  going  to  say  that  Dr. 

Knowlton  was  so  busy  entertaining  that  he  didn’t 
recognize  Dr.  Drake. 

Chairman  Foster:  I also  wish  to  say  that  Dr. 
Smith  speaks  from  the  shoulder;  he  works  hard 
and  enjoys  these  meetings. 

Now,  is  there  any  further  discussion  of  this 
invitation  to  go  to  Bangor  for  our  Fall  Clinical 
Session? 

If  not,  do  I hear  a motion? 

Dr.  Drake:  I move  that  we  accept  the  invita- 
tion of  Bangor,  to  hold  our  Fall  Clinical  Session 
there. 

This  motion,  was  duly  seconded  by  Dr.  Smith, 
Dr.  Ebbett  and  other  members  present. 

Dr.  Kagan:  Do  you  care  to  have  an  expression 
of  opinion  as  to  a one-day  or  a two-day  session? 

Chairman  Foster:  Let  us  dispose  of  the  invi- 
tation first,  Doctor. 

Dr.  Kagan:  But  the  invitation  will  probably 

hinge  on  the  length  of  time  of  the  meeting. 

Chairman  Foster:  I guess  it  is  proper  to  dis- 
cuss it.  Before  voting,  Dr.  Kagan  would  like  to 
discuss  the  matter  of  whether  or  not  we  should 
have  a one-day  meeting  or  a two-day  meeting. 
Now,  if  you  bring  that  up,  you  will  have  to  amend 
the  motion. 

Dr.  Kagan:  I don’t  care  whether  you  vote  on  it 
or  not,  but  I think  the  men  ought  to  discuss  it. 
It  is  nice  to  say  what  the  profession  should  do, 
but  the  fact  is  that  the  men  are  not  doing  it.  We 
can  theorize.  We  are  having  clinics  and  sessions 
in  practically  all  the  large  centers.  They  are  put- 
ting on  good  clinical  days  in  Lewiston  and  in 
Portland,  too;  but,  they  have  a lot  of  difficulty  in 
getting  the  profession  to  attend  these  meetings. 

Now,  there  is  some  reason  why  the  men  don’t 
care  for  it.  There  is  an  increasing  interest  in  the 
New  England  Post  Graduate  Assembly  at  Boston, 
and  I can  say  that  in  and  around  Augusta  and 
Kennebec  County,  there  is  an  increasingly  larger 
number  of  men  who  have  planned  to  attend  and 


who  are  going  to  attend  that  meeting,  in  prefer- 
ence to  the  State  meeting. 

If  the  State  meeting  were  held  one  day,  where 
they  can  go  and  devote  a day  to  it,  and  get  it  over 
with,  then  I think  that  perhaps  more  men  would 
be  willing  to  attend. 

It  is  difficult  to  try  to  take  in  more  than  one 
day,  and  still  cover  your  own  work  and  other 
things. 

I think  we  must  not  carry  too  much  of  an  idea 
that  we  are  going  to  change,  in  general,  and  re- 
form the  profession;  we  cannot  do  that. 

Chairman  Foster:  Thank  you,  Dr.  Kagan.  Is 
there  any  further  discussion?  Are  you  ready  for 
the  question? 

(The  question  was  then  called  for.) 

All  those  in  favor  of  the  motion  to  accept  the 
invitation  to  go  to  Bangor  for  our  Fall  Clinical 
meeting  will  please  signify  by  raising  hands. 
Those  who  are  opposed? 

There  was  no  opposition,  and  the  motion  was 
unanimously  carried. 

Chairman  Foster:  I declare  it  an  unanimous 

vote  that  we  go  to  Bangor,  and  the  time  of  the 
meeting  will  be  decided  by  the  Scientific  Commit- 
tee, in  cooperation  with  the  local  Committee  at 
Bangor.  That,  generally,  is  the  technique  that 
has  been  used  in  the  past,  and,  if  it  meets  with 
your  approval,  it  will  be  arranged  this  year  in  the 
same  manner,  taking  into  consideration  the  re- 
marks that  have  been  made  here  today. 

Is  there  any  other  new  business  to  come  before 
the  meeting,  Gentlemen? 

Dr.  Smith:  Is  the  matter  of  that  communica- 

tion from  Colonel  Stoddard  going  to  be  brought 
up,  with  reference  to  patients  being  sent  to  the 
Veterans’  Hospital,  not  in  proper  shape  to  travel? 

Chairman  Foster:  That  was  brought  before  the 
various  County  Societies,  and  referred  to  the 
Council,  wasn’t  it?  Can  you  enlighten  us  on  the 
status  of  that  correspondence  and  the  communica- 
tions, Mr.  Secretary? 

Secretary  Carter:  That  matter  was  brought  up 
at  the  local  County  Societies,  and  the  thing  was 
adjusted  satisfactorily  to  Col.  Stoddard.  I have 
been  in  touch  with  him  two  or  three  times,  and  he 
has  no  complaints  at  all,  as  far  as  he  is  concerned. 

Chairman  Foster:  Dr.  Carter  has  called  my 

attention  to  the  fact  that  the  terms  of  Dr.  Bliss 
and  Dr.  Ebbett  expire  at  this  meeting.  The  dele- 
gations from  the  Fifth  and  Sixth  Districts  may 
have  a caucus  between  now  and  the  next  meeting 
and  bring  in  the  name  of  a candidate  for  the 
Council  from  the  Fifth  District  and  the  Sixth 
District. 

The  next  meeting  of  the  House  of  Delegates 
will  be  held  directly  after  the  general  session  to- 
morrow afternoon.  The  general  sessions  will  be 
held  in  the  Golf  Club  Building,  and  the  meeting 
of  the  House  of  Delegates  will  follow  the  general 
session  meeting,  at  the  Golf  Club  Building. 

If  there  is  no  further  business  to  come  before 
this  meeting,  a motion  is  in  order  for  adjourn- 
ment. 

Dr.  Knowlton:  I move  that  we  adjourn. 

This  motion  was  duly  seconded  by  several  of 
the  members  present,  and  was  carried. 

(Whereupon,  the  First  Meeting  of  the  House  of 
Delegates  was  adjourned  at  6.15  P.  M.) 
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SECOND  MEETING  OF  THE  HOUSE  OF 
DELEGATES,  JUNE  24,  1940 

The  Second  Session  of  the  House  of  Delegates 
of  the  Maine  Medical  Association  convened  on 
Monday,  June  24,  1940,  at  5.15  o’clock  in  the  after- 
noon, at  the  Golf  Club  Building  of  the  Rangeley 
Lake  House,  Rangeley  Lakes,  Maine,  with  Dr. 
Thomas  A.  Foster  of  Portland,  President-Elect  of 
the  Maine  Medical  Association,  presiding. 

Chairman  Foster:  The  meeting  of  the  House 
of  Delegates  will  please  come  to  order. 

The  first  order  of  business  is  the  roll  call  by  the 
Secretary. 

(The  Secretary  called  the  roll  and  the  following 
delegates  responded)  : 

Androscoggin  County:  D.  F.  D.  Russell,  Leeds; 
M.  S.  F.  Greene,  Lewiston. 

Aroostook  County:  H.  E.  Small,  Fort  Fairfield. 

Cumberland  County:  F.  A.  Smith,  Cumberland 
Mills;  E.  H.  Drake,  F.  A.  Ferguson,  and  E.  A. 
Greco  of  Portland. 

Franklin  County:  Harry  Brinkman,  Wilton. 

Hancock  County:  M.  A.  Torrey,  Ellsworth. 

Kennebec  County:  Howard  F.  Hill,  Waterville; 
Leon  D.  Herring,  Winthrop. 

Knox  County:  James  Carswell,  Camden. 

Oxford  County:  E.  M.  McCarty,  Rumford. 

Penobscot  County:  Forrest  B.  Ames,  and  H.  C. 
Knowlton,  Bangor. 

Piscataquis  County:  F.  J.  Pritliam,  Greenville 
Junction. 

Sagadahoc  County:  W.  E.  Kershner,  Bath. 

Somerset  County:  R.  P.  Laney,  Skowhegan. 

Chairman  Foster:  Eighteen  members  being 

present,  and  ten  being  a quorum,  I declare  the 
meeting  legal. 

The  first  business  is  the  report  of  the  Nominat- 
ing Committee.  The  Chairman  of  the  Nominating 
Committee  is  Dr.  Drake  of  Portland.  This  Com- 
mittee nominates  the  Standing  Committees,  but 
not  the  Special  Committees. 

Dr.  E.  H.  Drake  of  Portland:  Your  Committee 
wishes  to  report  the  following  slate  of  nomina- 
tions : 

(Dr.  Drake  read  the  list  of  nominations  for  the 
Standing  Committee.)* 

Chairman  Foster:  I wish  to  thank  the  Chair- 
man and  the  Committee  for  their  report. 

We  have  this  report  of  the  Nominating  Commit- 
tee, Gentlemen.  What  is  the  wish  of  this  House 
of  Delegates? 

Dr.  George  L.  Pratt  of  Farmington:  I move 

that  the  report  of  the  Nominating  Committee  be 
accepted,  and  that  the  Secretary  cast  one  ballot 
for  the  nominees,  as  given  by  the  Nominating 
Committee. 

This  motion  was  duly  seconded  by  Dr.  Kershner 
and  other  members  present,  and  was  carried. 

Chairman  Foster:  And  I declare  those  nomi- 
nees duly  elected  for  the  respective  Committees, 
representing  your  slate  for  the  present  year. 

The  next  order  of  business  is  the  report  of  the 
Reference  Committee.  Do  the  members  of  the 
Reference  Committee  have  a report  at  this  time? 
The  Chairman  is  not  here  at  present,  but  he  may 
be  here  shortly,  so  I shall  return  to  that  item  of 
business  later. 

The  next  order  of  business  is  the  election  of 
Councilors  from  the  Fifth  and  Sixth.  Districts.  It 

* Published  in  the  July,  1940,  issue  of  the  Journal, 
page  207. 


is  the  custom  for  the  delegates  from  those  Dis- 
tricts to  meet  and  caucus  their  districts  for  a 
candidate,  and  present  their  candidate  to  the 
House  of  Delegates  for  election.  Candidates  may 
now  be  nominated  for  the  Fifth  District. 

Dr.  M.  A.  Torrey  of  Ellsworth:  Down  in  our  sec- 
tion, we  have  an  unwritten  law  that  a Councilor 
on  one  occasion  shall  come  from  Hancock  and  the 
next  time  from  Washington.  We  had  the  Coun- 
cilor from  Hancock  the  last  term,  so  that  theoreti- 
cally, at  any  rate,  it  is  Washington’s  turn.  I see 
there  is  no  one  here  from  Washington  County, 
but  I expect  they  are  just  delayed.  If  it  is  pos- 
sible, I should  like  to  ask  that  this  election  be 
delayed  until  later  on  in  the  meeting,  in  order  to 
see  if  some  of  those  gentlemen  will  come  over 
here  to  the  meeting,  because  perhaps  they  will 
have  some  candidates  to  suggest. 

Chairman  Foster:  Sometimes,  we  need  to  be  a 
little  more  like  Hitler,  but  we  will  give  you  three 
or  four  minutes  or  so. 

Dr.  F.  G.  Pritham  of  Greenville  Junction:  We 
have  a three-cornered  triangle  up  in  our  section. 
It  is  Piscataquis’  turn  to  turn  about,  and  I take 
pleasure  in  nominating  Norman  H.  Nickerson  of 
Greenville  for  Councilor  from  tlie  Sixth  District. 

This  motion  was  duly  seconded  by  Dr.  Knowl- 
ton and  other  members  present,  and  was  carried. 

Chairman  Foster:  I declare  Dr.  Nickerson  duly 
elected  as  Councilor  from  the  Sixth  District. 

We  have  now  to  take  up  invitations  for  the  1941 
Annual  Session.  I am  going  to  ask  the  Secretary 
if  he  has  any  report  to  make  on  invitations  for 
the  1941  Annual  Session. 

Secretary  Carter:  Mr.  Chairman,  we  have  two 
invitations.  We  have  an  invitation  from  York 
Harbor,  where  we  were  several  years  ago,  and  we 
also  have  a second  invitation  from  Poland  Spring; 
the  same  rates  would  prevail  at  Poland  Spring 
that  we  had  last  year. 

Dr.  W.  E.  Kershner  of  Bath:  Mr.  Chairman,  I 
move  that  this  matter  be  left  to  the  Council,  in 
their  wisdom,  to  decide  the  date  and  the  place  of 
the  meeting. 

This  motion  was  duly  seconded  by  several  of 
the  members  present  and  was  carried. 

Chairman  Foster:  Now,  we  have  some  unfin- 
ished business.  We  have  some  reports  of  some  of 
the  Special  Committees.  These  Special  Commit- 
tees are  named  as  the  occasion  arises  to  investi- 
gate and  report  on  certain  conditions.  After  their 
report  is  rendered,  it  is  appropriate  for  the  dele- 
gates to  recommend  the  discharge  or  the  continu- 
ation of  that  particular  Committee. 

Before  I come  to  the  Special  Committee  re- 
ports, I am  going  to  ask  for  a report  from  one  of 
the  Standing  Committees.  These  Standing  Com- 
mittees, as  you  know,  are  nominated  by  the  Com- 
mittee on  Nominations  and  elected  by  the  House 
of  Delegates.  One  of  these  Standing  Committees 
has  not  reported,  and  that  is  the  Committee  on 
Social  Hygiene,  of  which  Dr.  E.  S.  Merrill  of  Ban- 
gor is  Chairman.  Is  he  here,  and  has  he  any 
report? 

(There  was  no  response.) 

He  is  not  here.  So  we  will  go  on  with  the  re- 
ports of  the  Special  Committees.  First,  we  will 
have  a report  of  the  Tuberculosis  Committee,  of 
which  Dr.  George  Young  of  Skowhegan  is  Chair- 
man. Is  he  here  and  does  he  wish  to  make  any 
report? 

(There  was  no  response.) 

Now,  we  shall  have  the  reports  of  the  delegates 
who  did  not  report  at  the  first  meeting.  Dr. 
Webber  of  Lewiston  represented  us  at  the  Con- 
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necticut  meeting,  and  we  are  now  ready  to  re- 
ceive his  report. 

Dr,  W.  P.  Webber  of  Lewiston:  Mr.  Chairman 

and  Delegates.  I was  glad  to  have  the  opportunity 
of  attending  the  148th  Annual  Meeting  of  the  Con- 
necticut Medical  Society  at  the  Hotel  Bond  in 
Hartford,  Connecticut,  on  May  22  and  23.  The 
meeting  was  better  attended  than  ever  before  in 
its  history;  between  four  and  five  hundred  men 
were  present.  This  was  attributed,  possibly,  to 
two  causes;  first,  the  prevalent  public  discussion 
of  medical  affairs,  and  secondly,  the  meeting  was 
only  two  days,  instead  of  three  days. 

The  meeting  was  run  a great  deal  as  this  one 
has  been  conducted,  having  a general  assembly 
of  the  whole  group  on  each  of  the  two  mornings. 
The  afternoon  sessions  were  broken  up  for  the 
specialty  groups.  In  the  general  sessions,  there 
was  an  adequate  amplifying  system  in  use.  In 
the  panel  discussions,  there  were  men  from  New 
York  State  and  Massachusetts  and  also  from  New 
York  City.  The  papers  were  limited  very  rigidly 
to  fifteen  minutes,  and  there  were  six  or  seven 
papers  on  each  of  the  mornings,  with  a complete 
discussion  by  the  panel  at  the  end,  summarizing 
the  work  of  the  morning. 

The  first  day  took  up  cardio-renal-vascular  dis- 
ease, and  the  second  day  gastro-intestinal  dis- 
eases were  discussed.  There  was  an  attempt 
made  to  keep  these  discussions  on  the  basis  of 
the  general  practitioner,  taking  up  the  simple 
things,  and  the  discussions  included  even  neu- 
rology and  obstetrical  problems  in  those  two 
fields. 

The  banquet  Wednesday  night  was  very  well 
attended;  Haven  Emerson  of  New  York  was  the 
principal  speaker,  and  his  subject  was,  ‘What  our 
People  Really  Need  for  Help.” 

I wish  to  thank  the  Association  for  the  oppor- 
tunity to  attend  this  meeting.  It  was  most  en- 
joyable. [Applause] 

Chairman  Foster:  It  is  interesting  for  the 

House  of  Delegates  to  have  these  reports  from 
other  Societies,  especially  for  the  suggestions  that 
they  bring  back,  because  they  are  helpful  to  the 
various  Committees  we  have  in  this  organization. 

Is  there  any  further  business  to  come  before 
the  meeting? 

Now,  it  seems  that  the  only  member  we  had 
from  the  Fifth  District  has  disappeared. 

I see  here  some  former  delegates  and  officers; 
we  are  very  glad  to  welcome  them  and  extend 
the  privileges  of  the  floor. 

If  anybody  wants  to  make  any  comment  on  the 
prerogative  of  the  Chair  to  discharge  the  Special 
Committees  which  the  Chair  considers  to  be  no 
longer  serving  a useful  purpose,  now  is  the  time 
to  make  it.  Is  there  any  objection  to  that,  Mr. 
Secretary? 

Secretary  Carter:  Not  as  far  as  I know. 

Chairman  Foster:  We  are  now  waiting  upon 

the  nomination  of  the  Fifth  District  for  a Coun- 
cilor. 

Dr.  Torrey:  I have  not  been  able  to  contact 

any  of  the  Washington  County  men,  but  perhaps 
Dr.  Bliss  knows  something  about  what  sort  of 
conclusion  they  arrived  at. 

Chairman  Foster:  It  is  the  duty  of  the  Coun- 
cilor from  that  district  to  smooth  out  all  difficul- 
ties, be  a peacemaker  and  bring  harmony. 

Dr.  R.  V.  N.  Bliss  of  Bluehill:  There  has  been 
no  war;  therefore,  I suppose  there  is  no  peace. 
Is  it  proper  for  me  to  make  a nomination  for  the 
Council  from  the  Fifth  District? 


Chairman  Foster:  We  will  have  to  refer  to  the 
by-laws,  unless  Dr.  Plummer  can  give  us  a ruling 
off-hand. 

Dr.  Bliss:  Dr.  Torrey  is  the  delegate  from  Han- 
cock County.  Is  the  delegate  from  Washington 
County  present? 

Chairman  Foster:  Dr.  Bates  is  the  delegate 

from  Washington  County,  and  he  doesn’t  seem  to 
be  here. 

Dr.  Bliss:  If  it  is  permissible,  I should  like  to 
make  a.  nomination,  or  perhaps  make  a sugges- 
tion. 

Dr.  Pratt:  I think  Dr.  Bliss  is  here  as  a mem- 
ber of  the  House  of  Delegates,  because  he  is  a 
Councilor. 

Dr.  Torrey:  If  I may  have  the  floor,  and  if  Dr. 
Bliss  will  yield  the  floor — 

Dr.  Bliss:  I yield  the  floor. 

Dr.  Torrey:  May  I place  in  nomination  for  re- 
election,  Dr.  Bliss,  as  Councilor  from  the  Fifth 
District. 

This  nomination  was  duly  seconded  by  several 
of  the  members  present. 

Dr,  Bliss:  That  this  highly  honorable  and 

highly  responsible  position  should  go  begging  is 
rather  extreme.  I feel  that  in  the  coming  three 
years,  there  will  be  questions  to  decide,  which 
will  call  for  judgment,  for  knowledge  and  for 
ability  which  is  far  beyond  mine.  I have  another 
feeling  in  this  matter,  also.  It  is  generally  felt 
that  the  young  men  of  the  Maine  Medical  Associa- 
tion do  not  have  a voice  in  the  affairs  of  the  Asso- 
ciation, and  that  it  is  a rather  closed  corporation. 
I certainly  do  not  wish  to  be  a partner  to  a closed 
corporation.  I have  served  as  best  I could  in  the 
capacity  of  Councilor,  never  having  missed  a 
meeting  for  the  three  years,  and  I have  no  reason 
for  resigning,  except  to  step  aside,  or  to  step 
down  in  favor  of  a man  of  more  capabilities.  That 
is  not  innate  modesty  or  any  desire  to  shirk  duty. 
I still  expect  and  intend  to  do  everything  in  my 
power  for  the  advancement  of  this  Association, 
but  I do  believe  that  this  is  an  honor  and  a re- 
sponsibility which  should  be  spread  out  more 
generally. 

I haved  served  a term  with  pleasure  and  with 
profit  to  myself,  if  not  to  the  Association.  I should 
like  to  place  in  nomination,  if  I am  allowed  to  do 
so,  the  name  of  Dr.  Larson  of  Machias.  He  is  not 
here,  but  he  is  a regular  attendant  at  the  Annual 
Meetings,  usually;  I do  not  know  why  he  is  not 
here  this  time.  He  is  a capable  gentleman,  and 
one  who  would  serve  with  distinction  and  benefit 
to  the  whole  organization. 

Chairman  Foster:  Then,  do  you  wish  to  with- 
draw your  name  from  nomination? 

Dr,  Bliss:  I do. 

Dr,  Torrey:  I would  agree  to  withdraw  my 

nomination  on  this  request  from  Dr.  Bliss. 

Chairman  Foster:  We  regret  the  decision  of 

Dr.  Bliss,  because  we  should  like  to  have  him 
serve  for  another  three  years,  but  it  takes  a good 
deal  of  time,  and  there  are  distances  to  travel. 

Dr.  Bliss:  I have  no  regrets  as  to  time  or  dis- 
tance. I care  nothing  about  that.  The  issue  is  one 
of  spreading  the  responsibility  and  increasing  the 
influence  of  the  Maine  Medical  Association,  which, 
to  me,  is  the  primary  object  of  every  one  of  us. 
I am  very  much  aware  of  the  honor  of  the  posi- 
tion; I should  like  to  shoulder  the  responsibility 
and  take  it  on  again,  but  I believe  it  should  not 
be  monopolized. 

Chairman  Foster:  Your  Chairman  was  about 
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to  approach  it  from  that  angle,  but  Dr.  Bliss  ex- 
presses it  much  better. 

You  have  heard  the  motion  of  Dr.  Bliss.  Is 
there  a second  to  that  motion? 

The  motion  was  duly  seconded  by  several  of  the 
members  present. 

Chairman  Foster:  Are  there  any  other  nomina- 
tions for  the  office  of  Councilor  from  the  Fifth 
District? 

Dr.  Torrey:  I move  that  nominations  be  closed. 

This  motion  was  duly  seconded  and  was  carried. 

Chairman  Foster:  On  Dr.  Bliss’s  motion,  now; 
all  those  in  favor  of  the  nomination  of  Dr.  Larson 
as  Councilor  from  the  Fifth  District  will  please 
signify  by  raising  the  hands.  Those  opposed? 

There  urns  an  unanimous  hand-raising  vote,  and 
the  motion  was  carried. 

Chairman  Foster:  The  Chair  declares  Dr.  Lar- 
son of  Machias  duly  elected  as  Councilor  from  the 
Fifth  District. 

Is  there  any  other  unfinished  business  or  new 
business  to  come  before  this  House  of  Delegates? 
The  Chair  is  informed  that  this  is  the  last  meeting 
of  the  House  of  Delegates.  The  Chair  appreciates 
the  attendance  of  those  who  came  here  for  the  two 
meetings,  especially  those  who  are  regular  and 
steady  in  their  attendance. 

Dr.  Plummer,  we  would  be  glad  to  have  a word 
or  two  from  you  before  the  meeting  is  adjourned, 
if  you  have  anything  for  the  good  of  the  order. 

Dr.  A.  W.  Plummer  of  Lisbon  Falls:  I haven’t 
anything  particular  to  say.  It  is  always  a pleasure 
to  be  here. 

Chairman  Foster:  We  are  always  glad  to  have 
you  here. 

If  there  is  no  further  business  to  come  before 
the  meeting,  a motion  is  in  order  to  adjourn. 

Dr.  Drake:  Mr.  Chairman,  I move  that  we 

adjourn. 

This  motion  was  duly  seconded  and  was  carried. 

(Whereupon,  the  second  meeting  of  the  House 
of  Delegates  was  adjourned  at  5.45  P.  M.  on  June 
24,  1940.) 


ELECTION  OF  THE  PRESIDENT-ELECT 

The  meeting  convened  on  Monday,  June  24,  1940, 
immediately  following  the  Clinico-Pathological 
Conference,  with  Dr.  George  L.  Pratt,  President  of 
the  Maine  Medical  Association,  presiding. 

President  Pratt:  I should  like  to  say  that  we 

have  an  important  piece  of  business  to  transact 
right  now,  and  that  is  the  election  of  the  Presi- 
dent-Elect. We  are  now  ready  to  entertain  nomina- 
tions.. 

Dr.  H,  E.  Small  of  Fort  Fairfield:  I wish  to 

nominate  Dr.  P.  L.  B.  Ebbett  of  Houlton  for  the 
President-Elect.  Dr.  Ebbett  has  been  a most  effi- 
cient and  helpful  and  conscientious  practitioner. 


He  has  always  been  willing  to  help  out  at  medical 
meetings,  and  has  given  a lot  of  his  time.  He  enjoys 
the  highest  reputation  as  a medical  practitioner  in 
our  community.  He  has  been  in  general  practice 
for  thirty-seven  years.  He  was  on  the  Examining 
Board  for  the  Army  in  1917;  he  served  on  the 
Council  for  six  years,  being  the  President  of  the 
Council  in  the  last  year. 

I believe  that  Dr.  Ebbett,  if  elected  to  this 
position  as  President-Elect,  will  be  a most  efficient 
officer. 

Dr.  C.  C.  Weymouth  of  Farmington:  I wish  to 
second  the  nomination  of  Dr.  Ebbett  as  President- 
Elect. 

Dr.  F.  A.  Ferguson  of  Portland:  I move  that 
nominations  be  closed. 

This  motion  was  duly  seconded. 

Dr.  A.  W.  Plummer  of  Lisbon  Falls:  I don’t  like 
to  establish  a precedent  here  that  we  might  per- 
haps regret  at  some  time.  I regard  it  as  a laudable 
ambition  for  any  man  to  desire  the  Presidency  of 
this  Association.  I think  it  is  perfectly  proper  for 
any  man  who  would  like  to  be  President  to  get 
some  friend  to  nominate  him  if  he  can.  I think 
it  would  be  perfectly  proper  for  him  to  get  up  here 
and  say  that  he  would  like  to  be  President  of  the 
Association.  Then,  after  all  the  nominations  are 
in,  I think  we  should  go  ahead  and  vote,  and  may 
the  best  man  win.  That  is  all  right. 

The  reason  I speak  now,  particularly,  is  because 
it  might  be  that  more  than  one  man  would  like  to 
be  the  President  of  this  Association.  I really  don’t 
know  anything  about  it. 

I do  not  personally  desire  to  be  President  and  I 
have  no  one  in  mind.  I merely  bring  this  up  at 
this  time  to  question  the  expediency  of  a motion 
that  nominations  be  closed,  or  cease.  I should 
prefer  that  this  be  left  open;  then,  if  anybody 
desires  to  nominate  anyone  else,  he  may  do  so. 

Now,  please  don’t  misunderstand  me.  I haven’t 
anything  against  Dr.  Ebbett.  I have  no  one  in 
mind. 

As  I said,  I think  it  is  a laudable  ambition  for 
any  member  to  wish  to  become  President  of  this 
Association,  and  I only  wish  it  were  possible  for 
all  who  would  like  to  be  President  to  have  that 
wish  carried  out. 

I trust  that  the  gentleman  will  not  enforce  his 
motion  or  that  the  House  will  vote  it  down,  for  the 
reasons  I have  given.  Personally,  I have  no  axe  to 
grind,  nor  have  I anybody  in  mind  for  this  office 
now  or  at  any  future  meeting. 

I have  some  question,  Mr.  Chairman,  as  to 
whether  the  motion  was  parliamentary  in  an  organ- 
ization of  this  kind,  but  I do  not  raise  that  ques- 
tion; I merely  raise  it  for  the  purposes  which  I 
trust  I have  made  plain. 

Dr.  Weymouth:  I should  like  to  say  a word 

about  the  By-laws,  with  reference  to  the  President- 
Elect  of  this  Association.  As  I understand  it,  the 
By-laws  read  to  the  effect  that  it  isn’t  a case  of 
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seeking;  it  is  a case  of  being  sought,  so  far  as  the 
President-Elect  is  concerned. 

(The  question  was  then  called  for.) 

President  Pratt:  The  motion  before  the  House 
is  that  nominations  be  closed,  and  I understood 
that  that  motion  was  seconded. 

You  have  heard  Dr.  Plummer’s  remarks.  I want 
to  say  that  we  are  glad  to  hear  from  Dr.  Plummer. 
I have  attended  conventions  for  a good  many  years, 
and  as  I told  Dr.  Plummer  a while  ago,  it  didn’t 
seem  quite  natural  to  have  a convention  without 
seeing  and  hearing  from  Dr.  Plummer.  We  are 
very  glad  to  have  you  with  us  again,  Dr.  Plummer. 

All  those  in  favor  of  the  motion  that  nominations 
be  closed  will  please  signify  by  raising  their  hands. 
Those  opposed? 

All  hands  were  raised,  with  one  dissenting  vote 
by  Dr.  Plummer,  and  the  motion  was  carried. 

President  Pratt:  Now,  Dr.  Ebbett  is  the  only 

man  put  in  nomination.  What  is  your  pleasure, 
Gentlemen? 


Dr.  George  E.  Young  of  Skowhegan:  I move  that 
the  Secretary  cast  one  ballot  for  the  election  of 
Dr.  P.  L.  B.  Ebbett  of  Houlton  as  President-Elect 
of  this  Association. 

This  motion  was  duly  seconded  by  several  of 
the  members  present,  and  was  carried. 

Secretary  Carter:  And  I hereby  cast  the  ballot 
for  the  election  of  Dr.  Ebbett  as  President-Elect 
of  this  Association. 

President  Pratt:  I declare  Dr.  Ebbett  duly 

elected  as  President-Elect  of  this  Association.  Is 
Dr.  Ebbett  here? 

(There  was  no  response.) 

Dr.  Ebbett  is  not  here  right  now,  so  we  will  hear 
from  him  later. 

I now  declare  this  meeting  adjourned.  Before 
we  adjourn,  I wish  to  announce  that  there  will  be 
a meeting  of  the  House  of  Delegates  immediately 
in  this  room. 

(Whereupon,  the  Monday  Afternoon  Session  was 
adjourned  at  5.15  o’clock  in  the  afternoon.) 
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Estimating  the  Operative  Risk 

By  Eugene  E.  O’Donnell,  M.  D.,  Portland,  Maine 


The  ability  to  estimate  the  operative  risk, 
that  is,  the  operative  mortality  and  morbidity 
and  the  grading  of  the  operating  to  suit  the 
individual  is  ordinarily  referred  to  as  sur- 
gical judgment.  In  this  phase  of  the  work 
there  is  a tremendous  personal  equasion  not 
only  in  regard  to  the  patient  but  also  in  re- 
gard to  the  surgeon.  In  treatment  of  surgical 
patients  we  are  confronted  by  three  different 
types  of  individuals.  First  the  group  who 
is  desperately  ill  and  for  whom  surgery 
offers  only  faint  hope  of  relief.  In  this  group 
the  mortality  is  necessarily  very  high  and 
this  increased  mortality  rate  tends  to  give  the 
practice  of  surgery  a bad  name  among  the 
laity  and  among  our  medical  colleagues,  so 
that  others  who  ordinarily  might  be  relieved 
either  come  to  us  too  late  or  refuse  operation 
entirely.  It  should  be  borne  in  mind  in  this 
connection  that  the  surgical  experience  of  the 
average  referring  physician  is  not  necessarily 
broad  and  that  he  may  very  well  become  un- 
duly prejudiced  against  certain  procedures  if 
his  limited  experience  has  been  unfortunate. 
So  that  while  it  is  our  obligation  to  do  what- 
ever is  possible  to  relieve  suffering  in  this 


group  and  while  at  no  time  should  we  hesitate 
to  carry  out  necessary  and  justifiable  pro- 
cedures, still  we  must  avoid  the  carrying  out 
of  futile  procedures  not  only  for  the  sake  of 
the  individual  patient  but  also  for  the  sake 
of  surgical  practice  in  general.  Specific  ex- 
amples of  this  group  would  be  such  problems 
as  a late  malignancy  of  the  gastro-intestinal 
tract. 

There  is  a second  group  of  cases  in  which 
the  indications  are  fairly  clear  and  where 
there  are  no  gross  contra-indications  for  sur- 
gical therapy  such  as  the  average  case  of 
chronic  cholecystitis  with  cholelithiasis,  or 
the  myomatous  uterous.  It  is  incumbent  upon 
us  to  make  a careful  study  of  each  individual 
in  this  group.  This  study  should  consist  of 
more  than  a casual  sizing-up  of  the  patient 
and  the  surgeon  should  never  become  so  far 
removed  from  the  practice  of  general  medi- 
cine that  he  would  be  incompetent  to  carry 
out  a careful  history  and  physical  examina- 
tion and  to  manifest  an  interest  in  those  as- 
pects of  the  case  which  are  not  within  his 
immediate  field  of  endeavor. 

There  is  still  a third  group  of  individuals, 


Papers  appearing  in  this  issue  were  presented  at  the  Surgical  Conference  at  the  88th  Annual  Session 
of  the  Maine  Medical  Association  at  Rangeley  Lakes,  Maine,  June  25,  1940. 
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namely  those  in  whom  the  indications  are  not 
always  clear  but  in  whom  the  resources  of 
other  forms  of  therapy  have  been  exhausted 
and  who  present  signs  and  symptoms  which 
may  or  may  not  be  due  to  surgical  disease.  In 
this  group  a great  deal  depends  on  the  pro- 
cedure contemplated  and  the  risk  involved, 
whether  the  patient  seeks  relief  from  a dis- 
ability because  of  pain  or  for  some  other  rea- 
son and  whether  or  not  the  patient  is  anxious 
to  have  something  done  in  the  hope  of  relief. 
It  is  in  this  group  that  the  surgeon  must  be 
unusually  cautious  in  making  rash  promises 
as  to  the  end  results.  He  must  be  sure  that 
all  forms  of  investigation  and  all  non-surgical 
forms  of  therapy  have  been  thoroughly  ex- 
ploited. Fortunately,  the  number  of  patients 
who  are  submitted  to  exploratory  laparotomy 
at  the  present  time  are  very  few  as  compared 
with  the  experience  of  previous  generations. 

In  the  surgery  of  inflammatory  lesions  we 
often  have  the  prospect  of  spontaneous  reso- 
lution of  the  disease  so  that  the  patient  in 
many  instances  may  either  be  spared  opera- 
tion entirely  or  operation  may  be  deferred 
until  some  more  suitable  time.  In  many  in- 
flammatory lesions  we  also  have  the  choice 
of  procedure  between  palliative  operation  at 
a minimal  risk  with  a prospect  of  further 
surgery,  or  a more  extensive  procedure  with 
a greater  prospect  of  permanent  cure  but  at- 
tended by  greater  risk.  On  these  cases  we 
must  balance  the  risk  of  delay  against  the 
risk  of  intervention.  In  the  selection  of  sur- 
gical patients  it  is  necessary  that  we  should 
have  a long  range  point  of  view.  For  example, 
it  is  not  conservative  treatment  to  persist  in 
the  medical  treatment  of  a peptic  ulcer  in 
spite  of  repeated  gastric  hemorrhages.  It  is 
not  conservative  treatment  to  carry  along  on 
a medical  regime  a case  of  chronic  pulmonary 
suppuration  until  the  patient  has  developed 
a metastatic  brain  abscess. 

In  the  surgery  of  operable  malignant 
disease,  we  must  take  a more  militant  atti- 
tude. We  should  carry  out  the  most  radical 
procedure  that  the  patient  will  tolerate  in  the 
hope  of  a permanent,  cure.  In  this  field  there 
is  no  place  for  palliative  surgery  except  as 
a preliminary  step.  Mortality  figures  must  he 
of  secondary  importance  if  we  are  to  do  the 
most  good  for  the  greatest  number.  In  other 
words,  we  can,  in  inflammatory  lesions,  make 


the  operation  fit  the  patient;  but  in  malig- 
nant disease  we  must,  if  possible,  make  the 
patient  fit  the  operation.  The  factors  which 
render  the  outcome  of  operative  interference 
uncertain  include  first — age,  as  Harvey  has 
pointed  out.  “The  infant  differs  from  the 
adult  in  ability  to  resist  trauma,  infection, 
and  changes  of  temperature.  His  nutritional 
requirements  are  also  different.  The  greater 
part  of  this  difference  is  perhaps  a question 
of  mass.  At  birth  he  has  one-twentieth  to 
1/25  the  weight  of  the  adult  and  a blood  loss 
in  operative  procedures  must  be  proportioned 
to  this  difference.  For  example,  if  the  adult 
shows  an  effect  from  the  loss  of  500  c.  c.,  the 
infant  need  only  lose  20-25  c.  c.  to  suffer  the 
same  disability.  Likewise,  the  trauma  of  the 
operative  procedure  must  be  proportioned  to 
the  size  of  the  patient.  The  infant  also  pos- 
sesses an  extreme  susceptability  to  infections. 
His  resistance  is  especially  poor  to  pneu- 
monia and  otitis  media.  Previous  to  birth, 
the  child’s  body  temperature  was  determined 
by  its  environment.  This  remains  true  in  de- 
gree for  some  time  after  birth,  so  that  the 
infant  is  more  readily  chilled  than  the  adult. 
The  metabolism  of  the  infant  is  a]  so  a more 
finely  balanced  affair  and  its  acid-hase  equi- 
librium is  easily  upset.  Starvation  rapidly 
leads  to  exhaustion  of  glycogen  reserve,  to 
protein  wastage,  and  to  an  excessive  utiliza- 
tion of  fats.  Therefore,  vomiting  in  a degree  in- 
consequential in  the  adult  produces  a serious 
loss  of  available  chlorine  and  alkalosis  may 
develop.  The  water  balance  is  also  easily  dis- 
turbed. With  deficient  water  intake  the  fluids 
become  concentrated,  the  blood  volume  de- 
creases and  deficient  circulation  results.” 
However,  with  these  factors  in  mind,  Foster 
contends  that  specific  surgical  procedures  are 
well  tolerated. 

“In  old  age,  the  patient  suffers  from  cer- 
tain diseases,  many  of  which  are  obvious  and 
for  which  appropriate  pre-operative  measures 
may  be  instituted.  The  elderly  person  is  a 
composite  of  the  end  results  of  the  diseases 
from  which  he  has  suffered  in  the  past  or 
which  may  be  present  at  the  moment.  Cer- 
tain infections  such  as  syphillis  and  tubercu- 
losis may  have  left  obscure  hut  definite 
changes.  Heart  disease  or  kidney  impair- 
ment may  become  troublesome  only  under  the 
extra  load  of  the  operative  procedure.  The 


Volume  XXXI,  No.  IO 


Estimating  the  Operative  Risk 


2 69 


older  a person  gets  there  is  an  increased  sus- 
ceptability  to  fatigue  or  loss  of  reserve  power 
which  must  he  determined  if  possible.”  Re- 
cent. developments  emphasize  the  importance 
of  vitamin  deficiencies  as  a factor  in  suscep- 
tability  to  infection,  and  wound  healing.  The 
question  of  the  presence  or  absence  of  preg- 
nancy is  an  important  factor  in  determining 
operating  risk.  An  abortion  superimposed 
upon  an  operative  procedure  may  render  an 
otherwise  safe  situation  doubtful  and  one 
must  balance  the  danger  of  the  primary  dis- 
ease against  the  operation  plus  the  danger  of 
of  the  loss  of  the  fetus.  I11  such  conditions 
as  a toxic  goiter,  an  inflamed  gall  bladder,  or 
appendix,  or  a troublesome  hernia,  one’s  sur- 
gical judgment  is  frequently  taxed  to  the  ut- 
most to  determine  the  advisability  of  opera- 
tive interference  during  pregnancy.  Heedless 
to  say,  procedures  which  can  be  carried  out 
at  some  time  other  than  during  pregnancy 
should  be  postponed.  It  is  well  known  that 
the  mortality  and  morbidity  varies  somewhat 
with  the  color,  social  status,  and  mental  state. 
The  farmer  who  has  lived  a healthy  outdoor 
life  is  ordinarily  considered  a better  risk  than 
the  city  dweller  with  a sedentary  occupation. 
A carefnl  estimation  of  the  food  and  water 
balance  is  indispensable.  The  condition  of 
the  various  organs  and  systems,  such  as  the 
neurological  system,  the  cardio-respiratory 
and  cardio  renal  vascular  systems  must  be 
determined  by  careful  physical  examination 
and  by  special  tests  when  indicated.  One 
must  also  consider  the  factors  aside  from  the 
patient  such  as  the  operator  and  his  assis- 
tants, the  quality  and  type  of  anesthesia 
available,  whether  the  operative  procedure  is 


carried  out  in  the  surgeon’s  own  hospital  in 
which  he  is  accustomed  to  work,  or  whether 
it  is  to  be  done  in  a strange  place  with  un- 
trained assistants,  whether  the  operator  will 
have  the  opportunity  to  direct  and  supervise 
the  pre-operative  and  post-operative  care  or 
whether  these  important  functions  must  be 
left  to  someone  else. 

In  conclusion,  the  surgeon  must  be  con- 
scious not  only  in  a general  way  of  the  opera- 
tive mortality  of  a given  procedure,  but  he 
must  also  have  knowledge  of  the  added  risk 
of  each  operative  step.  He  must  balance  the 
danger  of  draining  the  abscessed  appendix  or 
gall  bladder  against  the  removal  of  the  organ 
with  the  chance  of  spreading  peritonitis.  He 
mus  learn  when  he  should  drain  a case  of  in- 
testinal obstruction  and  when  on  the  other 
hand  it  is  safe  to  perform  resection  with 
anastamosis.  He  must  learn  when  he  should 
do  pelvic  operations  in  one  or  more  stages. 
In  making  these  decisions  he  must  consider 
not  only  the  patient  and  his  individual  ability 
to  withstand  trauma  but  also  if  possible  have 
a correct  estimation  of  his  own  capabilities 
and  a correct  estimation  of  the  conditions 
under  which  he  must  work.  He  must  not 
place  himself  in  the  position  of  subjecting  a 
good  risk  patient  to  a prolonged  and  extensive 
procedure  to  the  extent  that  he  or  she  will  be 
unable  to  combat  post-operative  complications 
if  they  arise.  He  must  always  bear  in  mind 
that  the  first  duty  of  the  surgeon  is  to  do  the 
patient  no  harm. 
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Institutional  care  is  always  necessary  at 
one  time  or  another  in  treating  tuberculosis, 
because  of  communicability.  There  is  a con- 
siderable class  which  may  be  regarded  as  cus- 
todial cases,  and  there  is  need  for  domiciliary 
institutions  where  they  can  be  cared  for. 
When  returned  to  the  community  results  are 
often  disastrous  to  them  and  their  families. 
After-care  and  vocational  rehabilitation  are 
essential  in  restoring  the  patient  to  normal 
life.  Masur,  J.,  Hosp.  Management , Oct., 
1939. 


The  Shoemaker’s  Children — A seven-year 
study  of  the  nurses  in  the  Hew  York  Hos- 
pital disclosed  that  4 7 cases  of  tuberculosis 
have  been  found  among  2,841  graduate 
nurses  and  3 cases  among  student  nurses. 
Most  of  the  graduate  nurses  found  to  be  in- 
fected were  recent  graduates  and  the  report 
states  that  for  some  it  was  not  only  their 
first  job  but  also  their  first  X-ray.  Elsie 
Davis,  R.  H.,  and  Harriet  Frost,  R.  H., 
Amer.  Jour,  of  Nursing,  Apr.,  1940. 
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Pitfalls  of  Surgery 

By  Edward  H.  Risley,  M.  D.,  Waterville,  Maine 


The  dictionary  defines  a Pitfall  as  “A 
Hidden  Source  of  Danger.”  When  pertain- 
ing to  surgery,  I am  going  to  define  a pit- 
fall  as  “Something  to  be  avoided  by  suspect- 
ing its  existence  beforehand.” 

It  has  always  been  my  contention — and 
my  teaching — that  the  best  way  in  which  to 
avoid  mortalities  in  surgery  was  to  treat  your 
operative  cases  as  if  von  expected  a mortality 
in  every  instance,  and  then  yon  would  be  so 
keenly  on  the  outlook  for  trouble  that  trouble 
would  probably  not  get  a chance  to  develop, 
but  if  it  did,  you  would  be  both  forewarned 
and  forearmed  with  means  with  which  to 
fight  it  successfully.  To  illustrate:  I am 

very  sure  that  because  I have  always  dreaded 
acute  post-operative  dilatation  of  the  stomach 
as  the  very  most  serious  post-operative  com- 
plication, outside  of  hemorrhage,  and  have 
always  suspected  it  the  minute  any  patient 
had  nausea  or  vomitting  coming  on  24  to  48 
hours  after  operation,  and  have  installed  a 
duodenal  tube  at  once,  and,  as  a result  of  this 
attitude  of  suspicion,  have  never  lost  a 
patient  from  this  insidiously  creeping-up 
catastrophe.  But,  I have  seen  many  cases  in 
consultation  in  which  the  surgeon  had  not 
even  thought  of  this  possibility,  probably  be- 
cause it  did  not  conform  to  the  textbook 
picture,  and  in  which  the  patient  died  be- 
cause proper  treatment  was  instituted  too  late. 

Post-operative  dilatation  of  the  stomach  is 
a particularly  fatal  complication — always  a 
hidden  source  of  danger — a pitfall — and 
should  always  be  suspected  of  being  the  cause 
of  late  nausea  and  vomiting  until  this  can  be 
proven  to  arise  from  some  other  source. 

Pitfalls  are  not  always  inherent  in  the  pa- 
tient or  his  disease,  but  may  lie  in  the  mental 
equipment  of  the  surgeon,  and,  as  such, 
might  be  grouped  under  various  fundamental 
failures,  such  as  the  following : 

1.  Failure  to  obtain  a correct  or  a com- 
plete history. 

2.  Failure  to  make  a complete  physical 
examination. 


3.  Too  great  haste  to  operate. 

4.  Too  much  dependence  of  X-ray  or 
laboratory  findings. 

5.  Faulty  interpretation  of  signs  or 
symptoms. 

In  other  words,  if  you  fall  into  the  pit,  it 
is  due,  about  99  times  out  of  100,  to  failure 
to  heed  one  or  all  of  the  above  warnings. 

It  is  manifestly  impossible  to  even  men- 
tion all  of  the  many  pitfalls  which  beset  even 
the  most  careful  surgeon  in  his  daily  work, 
but  I will  try  to  illustrate  some  of  the  above 
faults  by  definite  case  histories  from  my  own 
experience. 

l.  Poor  History  Taking. 

A young  woman  of  27,  with  no  previous 
serious  illnesses,  with  a normal  menstrual 
history  and  no  pregnancies,  gives  the  story  of 
increasingly  frequent  attacks  of  right  lower 
quadrant  pain,  without  nausea  or  vomiting 
but  with  increasing  constipation,  loss  of 
appetite  and  weight.  Seen  twice  in  an  acute 
attack  by  her  local  physician  who  made  a 
diagnosis  of  appendicitis  and  advised  opera- 
tion. Patient  was  operated  upon  in  a country 
cottage  hospital  at  the  end  of  a subsiding 
attack,  without  benefit  of  X-ray  study  or  a 
searching  of  the  between-attacks-history,  and 
regional  ileitis  was  found. 

Criticism  : Failure  to  get  a complete  his- 
tory, too  ready  acceptance  of  the  diagnosis 

m, ade  on  another  mans  observation  and  with- 
out sufficient  chech-up. 

Comment:  Regional  ileitis  should  always 
be  considered  in  right  lower  quadrant  pain, 
especially  if  the  history  and  physical  exami- 
nation are  not  definite. 

One  would  also  always  do'  well  to  consider 
lead  poisoning  in  cases  with  recurrent  ab- 
dominal pain  and  a negative  physical  exami- 
nation. Lead  can  be  a definite  pitfall,  which 
can  be  avoided  by  keeping  it  constantly  in 
mind. 

Failure  to  get  a complete  history  may 


Volume  XXXI,  No.  IO 


Pitfalls  of  Surgery 


271 


be  the  cause  of  certain  cases  of  sepsis  in 
clean,  elective  operations,  because  a history 
of  a recent  upper  respiratory  tract  infection 
was  missed.  Such  infections  are  not  com- 
monly enough  recognized  as  a fruitful  source 
of  wound  infection,  but  are,  nevertheless,  a 
very  definite  cause  of  such  infection.  One 
would  do  well  to  make  it  a hard  and  fast  rule 
never  to  operate  upon  any  but  emergency 
cases  for  at  least  two  weeks  after  the  com- 
plete subsidence  of  any  upper  respiratory 
tract  infection,  both  because  of  danger  of 
wound  infection  and  also  of  post-operative 
pulmonary  complications;  as  these  may  occur 
even  if  a general  anesthetic  is  1STOT  used. 

2.  Failure  to  Make  a Complete  Physi- 
cal Examination-. 

I will  venture  the  assertion  that  the  great 
majority  of  the  pitfalls  into  which  we  tumble 
— and  from  which  we  later  suffer  acute 
chagrin — result  from  failure  to  make  a com- 
plete physical  examination.  This  is  espe- 
cially true  in  acute  head  injuries,  where  all 
of  our  attention  is  liable  to  be  centered  in 
the  (seemingly)  most  important  lesion,  and 
we  fail  to  discover,  or,  perhaps,  even  look 
for  the  intra-thoracic  or  intra-abdominal  le- 
sion, which  may  result  in  an  entirely  un- 
looked-for fatality,  while  we  are  studiously 
studying  a really  less  important  lesion.  Many 
a fractured  pelvis  has  been  missed  at  the 
onset  of  a head  injury  to  the  puzzlement  of 
the  surgeon,  who  is  at  a loss  to  explain  pain 
and  urinary  tract  complications  of  later  onset. 

The  pitfalls  of  incomplete  physical  exami- 
nation are  legion.  The  mention  of  just  a few 
will  serve  to  emphasize  my  point. 

In  practically  all  cases  of  so-called  “Indi- 
gestion,” and  for  which  the  cause  is  not  im- 
mediately evident,  or  which  is  not  relieved 
in  a short  time  by  proper  dietary  measures, 
two  things  should  be  done  before  resorting  to 
the  more  expensive  procedure  of  having  G.  I. 
T.  X-rays : 1.  A complete  blood  count  should 
be  done  to  rule  out  pernicious  anemia,  and  a 
rectal  examination  to  rule  out  malignancy  of 
the  rectum. 

But  all  cases  of  anemia  with  gastro-intes- 
tinal  symptoms  should  have  an  X-ray  of  the 


right  colon  to  rule  out  carcinoma  of  the 
cecum.  Many  have  been  missed  because  of 
this  omission. 

When  surgery  is  indicated  in  malignant 
diseases  of  the  colon  or  rectum,  failure  to 
clear  up  an  existing  cystitis,  pyelitis,  prosta- 
titis or  vesiculitis  may  turn  an  otherwise 
favorable  into  a most  unfavorable  or  even  a 
fatal  outcome  because  of  neglect  to  clear  up 
these  G.  E.  infections  before  undertaking  the 
necessary  surgery. 

3.  Too  Great  Haste  to  Operate. 

This  fault  is  most  often  evidenced  in  cases 
of  malignant  disease  of  the  large  bowel  com- 
plicated by  more  or  less  obstruction.  The 
fact  remains,  however,  that  it  is  extremely 
rare  that  any  case  of  carcinoma  of  the  colon 
requires  immediate  surgery  of  such  haste  that 
time  cannot  be  spent  overcoming  dehydration 
by  clysis  and  intravenous  glucose,  and  ane- 
mia by  transfusions,  before  attacking  the 
obstructing  lesion.  If  a case  does  present  it- 
self, with  backing-up  all  along  the  intestinal 
line,  then  a cecostomy  under  local  anesthesia 
is  indicated  immediately,  and  this  puts  the 
surgeon  in  a more  strategic  position  in  which 
to  handle  the  obstructing  growth  at  a later 
and  safer  date. 

Haste  to  operate  in  acute  empyema  by  rib 
resection  will  often  produce  a mortality 
where  conservative,  repeated  aspiration  or 
closed  drainage  would  have  been  a life-saving 
measure.  Acute  empyema  is  never  an  emer- 
gency unless  there  is  grave  circulatory  or 
respiratory  difficulty. 

Haste  to  operate  in  cases  of  acute  salpin- 
gitis, except  in  face  of  intestinal  obstruction, 
is  also  considered  poor  surgical  judgment. 
Many  of  these  cases  can  be  localized  in  the 
pouch  of  Douglas  and  drained  there,  to  await 
a later,  safer  salpingectomy. 

Under  this  heading  one  might  mention  the 
failure  to  have  ureteral  catheters  placed  in 
both  ureters,  before  attempting  to  do  a pan- 
hysterectomy, for  any  reason,  and  an  ordi- 
nary hysterectomy,  in  cases  in  which  the 
mass  is  so  tightly  packed  into  the  deep  pelvis 
that  the  anatomical  relations  of  blood  vessels 
and  ureters  are  thereby  obscured  or  distorted. 


272 


The  Journal  of  the  Maine  Medical  Association 


4.  Too  Much  Dependence  on  Labora- 
tory or  X-Ray  Findings. 

This  is  too  large  a subject  to  discuss  in  de- 
tail, but  the  old  adage  that  if  the  laboratory 
findings  do  not  agree  with  the  clinical  find- 
ings, they  should  be  discarded  and  the  clini- 
cal index  followed,  is  a good  one.  One  case 
will  illustrate  my  point  here. 

A greatly  overweight  woman  of  56  had 
symptoms  strongly  suggestive  of  gall  bladder 
disease.  She  had  never  been  jaundiced  but 
she  had  suffered  from  repeated  attacks  of 
right  upper  quadrant  pain,  nausea  and  vomit- 
ing and  local  tenderness.  She  had  also  had  a 
G.  I.  T.  and  G.  B.  series  done  in  one  of  our 
best  clinics  two  weeks  before  I was  called, 
80  miles  away,  to  operate  upon  her  for  chole- 
lithiasis, which  was  her  local  physician’s  and 
the  X-ray  diagnosis.  Physical  examination 
was  unsatisfactory  on  account  of  excessive 
fat  and  neither  G.  B.  or  costo-vertebral  ten- 
derness could  be  elicited.  At  operation  a per- 
fectly normal,  thin-walled  gall  bladder  was 
found,  but  exploration  of  the  right  kidney 
fossa  revealed  a huge  kidney  with  very 
nodular  surface  strongly  suggestive  of  the 
stones  described  in  the  X-ray  report. 

Criticism  : Operation  undertaken  with- 

out more  careful  review  of  past  history , and 
acceptance  of  local  physician s diagnosis 
based  on  X-rays  not  seen  by  myself. 

5.  Probably  our  most  excusable  pitfall 
lies  in  wrong  interpretation  of  signs  or  symp- 
toms, which  may,  in  reality,  be  both  mislead- 
ing or  actually  fail  to  paint  the  true  picture. 

Two  cases  will  illustrate. 

A.  Female,  47,  had  a supra-vaginal  hys- 
terectomy for  large  pressure  producing 
fibroid,  June  29,  1937;  a difficult  operation 
because  of  male  type  pelvis  and  consequent 
lack  of  room  in  which  to  visualize  and  tie  off 
the  uterine  vessels.  The  ureters  were  not 
catheterized  before  operation,  but  it  was  not 
thought  that  they  had  been  injured.  July  8, 
dull  pain  in  region  of  right  kidney,  but  with 
no  C.  V.  tenderness  and  a negative  urine. 
July  10,  severe  pain  in  right  loin,  almost 


complete  anuria,  temperature  103,  pulse 
140 ; cystoscopy  and  pyelograms  showed  no 
involvement  of  kidneys  or  ureters.  In  the 
P.  M.  white  count  rose  to  44,000  with  95% 
polys ; a diagnosis  of  probable  mesenteric 
thrombosis  made  and  operation  showed  a 
gangrenous  gall  bladder. 

Criticism  : Probably  fair  to  say  that  this 
was  an  unavoidable  pitfall  due  to  symptoms 
and  signs  pointing  very  definitely  to  organs 
other  than  those  involved.  However,  it  is  put 
down  as  a failure  in  observation  or  inter- 
pretation. 

B.  Male,  77,  sudden,  profuse  hematuria 
13  years  after  prostatectomy.  Cystoscopy 
showed  blood  coming  from  the  old  prostatic 
bed.  Visualization  and  catheterization  of  the 
ureters  impossible  because  of  deformity  and 
contracted  bladder.  Suprapubic  cystostomy, 
no  bleeding  seen,  base  of  bladder  and  ureteral 
orifices,  normal.  This  was  followed  two  days 
later  by  so  severe  bleeding  that  the  blood 
could  be  seen  to  spurt  from  the  penis.  Then 
sudden  onset  of  hematemesis,  to  almost  com- 
plete exanguination,  repeated  blood  transfu- 
sions, followed  by  violent  hiccough,  uncon- 
trollable for  eight  days;  second  suprapubic 
exploration  because  of  further  bleeding  from 
the  penis  independent  of  urination,  discov- 
ery of  blood  clot  protruding  from  right 
ureteral  orifice,  pyelogram,  disclosing  a non- 
functioning  right  kidney,  requiring  nephrec- 
tomy for  hypernephroma,  cardiac  decom- 
pensation, generalized  furunculosis,  and 
eventual  recovery. 

Criticism  : Failure  to  suspect  kidney  le- 
sion at  the  onset  of  hematuria,  but  partly 
excusable  because  of  the  spurting  of  blood 
from  the  penis,  misleading  cystoscopic  find- 
ings and  the  onset  of  hematemesis,  which 
further  obscured  the  picture. 

So  far  I have  spoken  only  of  clinical  pit- 
falls,  but  I cannot  leave  the  subject  without  a 
warning  about  two  other  equally  important 
pitfalls,  which  observation  convinces  me  are 
sources  of  danger  to  altogether  too  many 
of  us. 
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First:  Neglect  of  Consultations. 

As  I analyze  the  situation,  failure  to  con- 
sult is  due  in  far  too  many  cases  to  two  inex- 
cusable inhibitions : 

1.  Unwillingness  to  admit  that  one  does 
not  possess  complete  knowledge  of  the  case  in 

hand. 

2.  Fear  that  the  patient,  or  the  family, 
will  think  that  we  are  not  entirely  competent 
because  we  seek  another’s  advice  and  help. 

The  first  is  a most  regrettable  attitude  and 
should  not  be  allowed  to  be  an  influencing 
factor  with  any  reputable  physician.  The 
second  is  a foolish  fear.  Patients  who  are  not 
intelligent  enough  to  recognize  the  value  of 
consultation  are  useless  to  us  as  supporters 
of  our  standing  in  the  community.  But  the 
wise  and  worthwhile  patient  will  always  be 
grateful  to  us  for  the  request  for  consultation. 

Probably  the  most  valuable  form  of  con- 
sultation is  the  staff  consultation  to  which 
every  member  of  the  staff  contributes  and 
from  which  the  greatest  amount  of  informa- 
tion can  be  expected. 


Second:  Neglect  of  Post-Graduate 

Education. 

It  is  altogether  too  easy  for  the  busy  sur- 
geon to  become  so  absorbed  by  his  work,  to 
become  so  satisfied  with  his  progress  or  finan- 
cial success,  that  he  neglects  the  many  oppor- 
tunities to  get  away  from  the  busy  routine 
and  go  where  men  do  things  differently  than 
he  does,  to  learn  new  ways,  more  modern 
points  of  view  and  to  keep  his  mental  as  well 
as  his  surgical  equipment  up-to-date. 

Failure  to  do  this  is  a pitfall  into  which 
altogether  too  many  of  us  fall.  There  is 
nothing  so  refreshing  to  the  tired  mind,  and 
nothing  so  inspiring  to  better  work,  as  a trip 
to  another  clinic  at  regular  intervals. 

I would  leave  this  thought  with  you:  “Do 
not  neglect  your  pre-  or  post-operative  care 
— do  not  neglect  your  post-graduate  educa- 
tion, otherwise  continuous  pitfalls  will  loom 
up  before  you  for  the  rest  of  your  profes- 
sional lives.” 


Knowledge  of  disease  has  now  advanced  so 
far  that  it  is  very  often  desirable  to  treat  the 
patient  before  he  knows  that  he  is  sick.  People 
stricken  with  acute  disease  hasten  to  their 
doctor  for  aid.  Those  suffering  from  a chronic 
disease  of  insidious  onset  tend  to  put  off  their 
visit  to  a doctor  and  to  seek  relief  by  self 
treatment.  Yet  we  know  that,  in  many  dis- 
eases, the  best  hope  for  cure  depends  on  early 
treatment;  treatment  even  before  the  symp- 
toms appear.  This  is  not  only  true  of  tuber- 
culosis but  of  several  other  diseases  including 
the  two  at  the  top  of  the  list  of  causes  of 
death ; cancer  and  heart  disease.  It  is  true  of 
diabetes,  of  many  cases  of  syphilis,  and  of 
certain  kidney  diseases  which  though  so  slight 
as  to  be  overlooked  may  cause  high  blood 
pressure  later  on.  An  attempt  has  been  made 
by  the  American  Medical  Association  to  ad- 
just the  private  practice  of  medicine  to  this 
situation  but  periodic  medical  examinations 
have  not  been  widely  accepted.  J.  Bosslyn 
Earp,  M.  D.,  Health  News,  May,  1910. 


The  possibility  of  utilizing  the  general 
hospital  as  an  effective  medium  for  case- 
finding in  tuberculosis  has  not  been  suffi- 
ciently explored.  The  fact  that  a person  is 
admitted  to  a general  hospital  for  a condition 
other  than  tuberculosis  should  never  be  ac- 
cepted as  a guarantee  that  such  person  does 
not  have  significant  tuberculous  disease.  In 
a study  of  4,853  adult  admissions  to  14  gen- 
eral hospitals  in  New  York  State,  1.1% 
showed  clinically  significant  tuberculosis  and 
0.6%  unsuspected  tuberculosis.  Plunkett, 
R.  E.,  M.  D.,  and  Mikol,  Edward  X.,  Amer. 
Rev.  of  Taber.,  Mar.,  1940. 


There  is  no  reason  for  tuberculosis  to  be 
five  times  more  prevalent  in  some  communi- 
ties than  it  is  in  others.  Thomas  Parran, 
M.  D.,  U.  S.  P.  H.  S. 


About  100  A.  D.  Martial  said,  “Life  is  not 
mere  living  but  the  enjoyment  of  health.” 
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In  anesthesia  we  are  dealing  with  the 
strongest  and  most  powerful  drugs  used  by 
the  medical  profession ; all  anesthetic  agents 
should  he  considered  dangerous — but  with  a 
knowledge  of  the  pharmacology  and  toxicol- 
ogy of  these  agents  ; the  physiology  of  respi- 
ration and  circulation;  and  the  employment 
of  many  precautions  prior  to,  during  and  fol- 
lowing the  administration — these  dangers 
can  be  reduced  to  a minimum. 

Very  often,  the  question  is  asked — “What 
consitutes  a good  anesthesia  ?”  That  is  a hard 
question  to  answer  as  there  are  usually  three 
points  of  view  and  a “good  anesthesia”  so- 
called  is  not  always  a “safe  anesthesia.”  To 
the  patient  it  may  merely  be  wishing  to  go  to 
sleep  in  a hurry,  or  he  may  wish  to  be  asleep 
before  he  leaves  his  room,  or  may  wish  some 
certain  agent  so  that  he  will  not  be  nauseated. 
To  the  surgeon,  it  primarily  means  marked 
relaxation  in  order  to  facilitate  his  work.  To 
the  anesthetist  a good  and  safe  anesthesia 
embodies  a combination  of  factors,  namely: 
the  choice  of  a chemically  dependable  agent 
controllable  during  and  after, — with  ease  of 
induction  and  recovery, — and  lastly,  with  a 
minimum  resultant  damage  upon  the  systems. 

The  preparation  of  the  patient  for  anes- 
thesia begins  from  the  time  he  enters  the 
hospital — at  least  from  the  time  surgery  is 
contemplated. 

It  is  desirable  to  have  the  patient  hos- 
pitalized at  least  24  hours  before  operation 
during  which  time  he  becomes  somewhat  ac- 
customed to  the  new  environment. 

This  also  allows  for  a careful  and  complete 
history,  physical  examination  and  necessary 
laboratory  data.  The  latter  should  include  at 
least  a urinalysis  and  complete  blood  count — 
other  tests,  such  as  blood  chemistry,  kidney 
function  tests,  etc.,  should  be  done  when  in- 
dicated. 

The  anesthetist  should  visit  the  patient  the 
day  before  operation — conduct  an  examina- 
tion himself  of  the  heart,  lungs,  blood  pres- 
sure and  upper  respiratory  passages,  inquire 
as  to  previous  anesthetic  experiences,  select 


the  agent  and  method  and  order  the  prelimi- 
nary medication.  This  visit  makes  for  con- 
fidence in  the  anesthetist,  allows  the  patient 
reassurance  and  allays  many  false  fears  when 
he  knows  that  the  chief  factor  in  the  choice 
of  an  anesthetic  agent  is  his  own  safety. 

In  the  preoperative  estimation  of  the  anes- 
thetic and  surgical  risk  the  classification  used 
by  the  Lahey  Clinic1  seems  to  be  the  most 
satisfactory.  The  scale  employed  is  that  or- 
dinarily used  for  rating  signs  and  symptoms 
(1,  2,  3,  4,  designating  respectively  slight, 
moderate,  marked,  and  extreme).  “1”  means 
Good  Bisk- — nothing  being  found  in  the  pa- 
tient’s condition  that  adversely  affects  the 
risk;  “2”  means  Bair  Bisk — one  or  more  ad- 
verse factors  present,  but  are  not  serious ; 
“3”  means  Poor  Bisk — one  or  more  serious 
adverse  factors  present;  “4”  means  so  seri- 
ously sick  that  death  is  likely  unless  the 
downward  progress  is  quickly  reversed.  With 
this  classification  all  unfavorable  conditions 
and  diseases  including  the  condition  for 
which  operation  is  to  be  performed  are  con- 
sidered together.  (Severity  of  proposed 
operation  not  taken  into  account.) 

From  the  anesthetists  interview,  examina- 
tion of  the  patient  there  are  several  points  of 
prime  importance  which  immediately  take 
the  patient  out  of  the  Good  Bisk  class  and 
demand  careful  selection  of  the  anesthetic 
agent  and  careful  preparation  of  the  patient. 

These  are : 

1.  Age  of  50  years  or  over. 

2.  Weakness  or  prolonged  invalidism. 

3.  Depressed  psychic  state — Premoni- 
tion of  death. 

4.  Marked  weight  loss — resulting  in 
diminution  of  glycogen  reserve. 

5.  Marked  obesity  — interferes  with 
breathing;  increases  difficulty  and 
trauma  of  abdominal  operations ; pa- 
tients more  prone  to  develop  compli- 
cations. 

6.  Upper  respiratory  infections. 
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7.  Diminished  vital  capacity — emphy- 
sema, The. 

8.  Mechanical  obstruction  to  free  breath- 
ing— compression  of  trachea,  paraly- 
sis of  a vocal  cord,  deep  infections  of 
the  neck  and  floor  of  mouth. 

9.  Persistent  vomiting  — resulting  in 
acute  starvation  and  acidosis. 

10.  Intestinal  obstruction — with  reduced 
blood  chlorides  and  elevated  nonpro- 
tein  nitrogen. 

11.  Marked  anemia — reduction  of  blood 
volume  and  lowered  hemoglobin  con- 
tent results  in  inadequate  tissue  oxi- 
dation and  an  accumulation  of  waste 
products. 

12.  Organic  Heart  Disease. 

13.  Hypertension. 

14.  Abnormal  Hypotension. 

15.  Hepatic  Insufficiency. 

16.  Diabetes. 

17.  Renal  Insufficiency. 

18.  Dehydration. 

19.  Thyrotoxicosis  and  other  specific  tox- 
emias. 

20.  Shock. 

Adequate  and  careful  choice  of  premedica- 
tion is  almost  equally  important  as  the  anes- 
thetic agent  itself.  Premedication  permits 
deeper  anesthesia  with  lower  concentration  of 
the  agent.  Premedication  reduces  the  metab- 
olic rate  which  in  turn  reduces  reflex  irrita- 
bility, which  in  turn  reduces  anesthesia  re- 
sistance. On  the  basis  of  metabolism  and 
oxygen  requirement  the  greatest  amount  of 
premedication  would  be  required  for  the 
adolescent — the  least  for  the  very  young  and 
aged.  The  young,  6 to  18  years,  require  the 
most  premedication.  Usually  wTe  give  too 
much  to  the  old  and  too  little  to  the  young. 
The  patient  should  be  the  deciding  factor  as 
to  the  dosage.  Routine  dosage  of  premedica- 
tion invites  trouble. 

Some  considerations  to  bear  in  mind  are: 

Physical  status  of  the  patient  and  his 
metabolic  rate. 

Presence  of  fever — every  degree  rise  in- 
creases oxygen  requirement  7%. 

Pain — increases  metabolic  rate. 


Fear  and  Apprehension — increases  me- 
tabolic rate. 

Specific  Toxemias — increases  metabolic 
rate,  e.g.,  Thyrotoxicosis. 

In  general  for  Inhalation  Anesthesia  the 
drugs  of  choice  are  Morphine  and  Scopola- 
mine or  Atropine.  For  Spinal  and  Local 
anesthesias  a short  acting  Barbiturate,  such 
as  Membutal,  Morphine  and  Scopolamine. 
These  should  be  given  in  sufficient  time  to 
obtain  their  maximum  effect  when  the  patient 
arrives  at  the  operating  room  and  not  too  late 
so  that  their  effect  becomes  apparent  and  con- 
fusing after  the  supplementary  agent  has 
been  started.  Some  form  of  a Barbiturate 
should  be  used  as  premedication  in  all  cases 
having  local  or  spinal  anesthesia  as  prophy- 
laxis against  Procaine,  reactions. 

Morphine  given  subcutaneously  will  exert 
its  effect  on  pain  in  approximately  20  min- 
utes, but  requires  60  to  90  minutes  for  its 
full  sedative  effect  upon  metabolism.  In 
emergency  cases  morphine  should  be  given 
intravenously  along  with  atropine  or  scopo- 
lamine. 

There  are  many  factors  which  influence 
the  choice  of  an  agent : the  surgeon,  the  sur- 
gery to  be  done,  the  patient  and  existing 
pathology,  the  ability  and  technique  of  the 
anesthetist  with  his  agents  and  methods  at 
hand.  With  these  in  mind  the  criterion  of 
choice  is  the  end  result  of  anesthesia  and 
operation  combined  and  not  the  anesthesia 
alone. 

The  evaluation  of  an  anesthetic  agent 
should  rest  on  the  following  factors : 

1.  Chemical  dependability  of  agent. 

2.  Potency  (without  oxygen-want). 

3.  Control  (during  and  after). 

4.  Resultant  damage  upon  systems. 

5.  Ease  of  induction  and  recovery. 

6.  Commercial  properties. 

The  margin  of  safety  of  an  anesthetic  may 
be  defined  as  the  amount  of  drug  and  length 
of  time  required  to  pass  from  light  surgical 
anesthesia  to  death. 

Ether 

Ether  is  a potent  agent  with  a wide  margin 
of  safety,  offering  good  relaxation.  Eighty- 
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five  to  ninety  per  cent  is  eliminated  through 
the  lungs,  the  remainder  through  the  skin, 
urine,  and  other  body  fluids.  Complete 
disaturation  is  dependent  upon  the  depth 
and  duration  of  anesthesia,  the  average  time 
being  about  8 hours.  It  is  inflammable  and 
highly  explosive  when  vaporized  with  air  or 
oxygen. 

This  agent  is  toxic  to  the  respiratory  tract, 
kidneys,  liver,  and  gastro-intestinal  tract ; 
hence  it  should  be  avoided  if  possible  in  cases 
where  pathology  exists  or  function  is  de- 
pressed in  any  of  these  systems. 

It  is  best  administered  in  conjunction  or  as 
a supplement  with  the  gases,  by  the  C02 
absorption  technique. 

Chloroform 

Chloroform  is  a very  potent  agent  with  a 
very  narrow  margin  of  safety.  It  is  extremely 
toxic  to  the  circulatory  system  and  liver. 
Deaths  with  this  drug  are  due  to  circulatory 
failure  with  the  heart  stopping  in  diastole. 
Its  use  is  to  be  discouraged  and  one  of  the 
newer  and  safer  agents  substituted. 

Ethyl  Chloride 

The  margin  of  safety  of  Ethyl  Chloride  is 
very  narrow,  and  its  toxicity  approaches  that 
of  Chloroform.  Its  use,  like  that  of  Chloro- 
form, is  to  be  discouraged  in  favor  of  safer 
and  less  toxic  agents. 

Vinyl  Ether 

This  is  one  of  the  newer  agents  which,  be- 
cause of  its  wider  margin  of  safety,  is  replac- 
ing Ethyl  Chloride  for  use  in  short  operations 
and  for  induction  to  ether.  The  induction  pe- 
riod is  rapid,  as  is  recovery.  Salivation  how- 
ever, seems  to  be  about  twice  as  great  as  that 
experienced  with  ether.  There  is  some  ques- 
tion in  regard  to  its  toxic  action  on  the  liver 
in  long  or  repeated  administrations. 

ISfiTRous  Oxide 

ISTitrous  oxide  is  the  weakest  of  all  agents. 
The  margin  between  anesthesia  and  asphyxia 
is  narrow — thus  any  degree  of  anoxemia  is  a 
toxic  factor  itself.  For  satisfactory  anesthesia 
and  to  allow  adequate  oxygenation,  one  must 
use  heavy  doses  of  premedication.  It  is  not 
well  tolerated,  and  should  be  avoided  in  car- 


diacs, arterio-sclerotics,  alcoholics,  “nervous”, 
and  “athletic”  types. 

Ethylene 

This  gas  is  similar  in  action  to  nitrous 
oxide,  but  is  more  powerful  and  can  be  given 
with  more  oxygen.  It  is  being  replaced  rap- 
idly by  the  less  toxic  agent,  Cyclopropane. 

Cyclopropane 

Cyclopropane  is  probably  our  nearest  ap- 
proach to  an  ideal  inhalation  agent.  Its  mar- 
gin of  safety — though  not  as  wide  as  ether — 
is  good,  and  it  is  a potent  agent  with  low 
toxicity.  Induction  with  this  agent  is  rapid, 
as  is  recovery,  and  the  major  part  is  elimi- 
nated within  ten  minutes  with  very  little 
nausea  and  vomiting.  The  systemic  effects  of 
Cyclopropane  are  minimal.  There  is  no  effect 
upon  the  normal  or  diseased  respiratory  tract. 
The  heart  rate  tends  to  be  slowed,  and  an 
overdose  affects  the  conducting  mechanism. 
Liver  and  kidney  function  is  not  altered.  It 
is  indicated  in  poor  risks  in  general,  and  any 
patient  requiring  large  amounts  of  oxygen. 
It  is  effective  in  approximately  fifteen  per 
cent  concentration.  This  gas  is  explosive  in 
all  mixtures.  Contraindications  to  the  use  of 
this  agent  are  cardiac  irregularities,  cautery, 
and  high  frequency  currents. 

Avertin 

This  drug  is  detoxified  by  the  liver  and 
eliminated  through  the  kidneys.  It  depresses 
both  respiration  and  blood  pressure.  Absorp- 
tion is  usually  complete  in  twenty  minutes, 
and  is  not  controllable.  In  safe  dosage  it  is  a 
weak  agent,  and  is  best  supplemented  with 
Cyclopropane,  LTitrous  Oxide,  or  local  infil- 
tration. The  contraindications  to  its  use  are 
as  follows : 

Hepatic  and  renal  disease 
Toxemia,  shock 
Chronic  Pulmonary  Disease 
Old  age.  Hyper-  or  liypo-tension 
Pathology  of  the  lower  bowel 

Spinal  Anesthesia 

The  lack  of  toxic  action  on  various  organs 
of  the  body,  the  extreme  muscular  relaxation 
offered,  and  recovery  without  nausea  and 
Continued  on  page  282 
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Post-Operative  Management 

By  William  V.  Cos,  M.  D.,  F.  A.  C.  S.,  Lewiston,  Maine 


Post-operative  management  is  the  last  im- 
portant step  in  the  immediate  care  of  the 
surgical  patient  and  follows  as  a logical  step 
after  the  operation.  Before  considering  spe- 
cific procedures  of  post-operative  care,  it  is 
well  to  bear  in  mind  some  of  the  general 
principles.  Post-operative  treatment  cannot 
be  expected  to  satisfactorily  take  care  of 
omissions  of  the  necessary  steps  in  pre-opera- 
tive care,  errors  in  surgical  judgment  or  tech- 
nique at  the  time  of  the  operation. 

The  best  treatment  of  many  of  the  compli- 
cations which  arise  during  the  post-operative 
course  is  their  prevention.  The  surgeon 
should  be  certain  that  his  own  house  is  in 
order  before  searching  elsewhere  for  the  ex- 
planation of  a patient’s  failure  to  make  a 
satisfactory  convalescence.  The  greater  share 
of  post-operative  complications  arise  in  the 
operative  field  or  result  from  some  abnormal 
situation  at  the  site  of  operation.  Some  of 
the  factors  which  are  of  special  help  in  pre- 
vention of  post-operative  complications  are : 

1.  Careful  pre-operative  preparation  of 
the  patient  and  elimination  in  so  far  as 
possible,  of  the  factors  which  may  cause  com- 
plications. This  can  be  especially  well  done 
in  elective  operations  but  must  ever  be  kept 
in  mind  even  in  emergency  operations. 

2.  The  use  of  the  proper  anesthetic  agent 
and  the  careful  and  skillful  administration 
of  the  anesthetic.  The  importance  of  this  is 
borne  out  by  the  fact  that  with  the  improve- 
ment of  anesthesia,  there  has  been  a marked 
decrease  in  the  complications  which  may  be 
directly  attributed  to  the  anesthetic  agent. 

3.  A carefully  planned  surgical  attack  on 
the  problem  at  hand  and  due  consideration  of 
the  important  principles  of  good  surgical 
technique.  Important  among  these  principles 
are  adequate  exposure  of  the  operative  field, 
good  hemostasis  with  minimum  blood  loss 
and  gentle  handling  of  the  tissues  in  order 
to  give  minimum  trauma  and  damage  to  the 
tissues,  thus  promoting  good  wound  healing. 

Again  post-operative  care  must  be  modified 


or  changed  depending  upon  the  type  of  sur- 
gical procedure  which  has  been  carried  out, 
whether  it  be  abdominal,  urological,  neuro- 
logical, thoracic  or  some  other  type  of  spe- 
cialized procedure.  But  whatever  the  pro- 
cedure has  been,  it  is  important  to  carry  out 
careful  and  frequent  observation  of  the  pa- 
tient during  the  post-operative  course  so  that 
early  signs  of  any  complication  may  be  found 
and  the  proper  therapy  instituted.  In  this 
way  the  treatment  will  be  simplified  and 
much  more  efficient. 

The  more  common  measures  to  be  carried 
out  in  post-operative  managements  fall  un- 
der the  following  headings : 

Sedatives 

The  patient  must  be  kept  comfortable  fol- 
lowing the  operation  by  the  frequent  use  of 
morphia,  pantopon  or  some  of  the  other  drugs 
now  in  use.  The  dosage  required  varies  in 
individual  patients,  hut  it  is  frequently  wise 
to  order  the  drug  to  be  given  regularly  at  in- 
tervals of  every  four  or  five  hours,  rather 
than  to  leave  the  matter  to  the  discretion  of 
the  nurse  in  charge  of  the  patient.  Care  must 
be  taken  not  to  depress  the  respirations  too 
markedly,  soon  after  operation,  as  this  tends 
to  promote  pulmonary  complications,  es- 
pecially atelectasis.  But  the  patient  must  be 
kept  comfortable  by  use  of  the  proper  drug. 

Fluids 

Following  operation  it  is  necessary  to 
maintain  a proper  fluid  balance  with  a fluid 
intake  of  2,000-4,000  c.  c.  daily  and  a daily 
output  of  urine  of  from  1,200-1,500  c.  c.  Care 
must  be  taken  in  elderly  patients  who  have 
a questionable  cardiac  reserve  not  to  overload 
the  heart  with  resulting  pulmonary  edema. 
In  such  patients  it  may  be  necessary  to  give 
less  fluids  at  more  frequent  intervals.  We 
have  at  hand  at  the  present  time  numerous 
excellent  methods  of  administering  fluids  so 
that  there  is  no  reason  to  allow  the  patient’s 
fluid  intake  to  fall  below  a good  maintenance 
figure. 
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Laboratory  Studies 

Where  there  is  any  question  of  complica- 
tions arising,  laboratory  studies  of  the  blood 
and  urine  should  be  carried  out,  including 
not  only  routine  blood  and  urine  studies  but 
also  blood  concentration  of  urea,  chlorides 
and  carbon  dioxide  combining  power.  The 
studies  of  the  blood  should  be  repeated  as 
frequently  as  seems  necessary  to  determine 
whether  sufficient  fluids  and  electrolytes  are 
being  administered.  It  is  well  to  keep  in 
mind  that  pre-operative  laboratory  studies 
are  carried  out  with  a two-fold  purpose,  first 
to  aid  in  making  a pre-operative  diagnosis 
and  second  to  be  used  as  a basis  of  compari- 
son for  laboratory  studies  carried  out  in  the 
post-operative  period.  Therefore  normal  lab- 
oratory findings  previous  to  operation  may 
prove  to  be  very  valuable  in  the  post-opera- 
tive period. 

Pulmonary  Complications 

Pulmonary  complications  subsequent  to 
operation  usually  consist  of  atelectasis, 
broncho-pneumonia  or  pulmonary  embolism. 
Altlio  it  might  be  felt  that  atelectasis  should 
occur  more  frequently  after  general  anes- 
thesia, experience  has  shown  that  it  occurs 
probably  with  as  great  frequency  after  spinal 
anesthesia.  Much  can  be  done  to  prevent  pul- 
monary complications  by  the  following 
measures : 

1.  Frequent  change  in  the  position  of  the 
patient  so  as  to  allow  good  areation  of  all 
portions  of  the  lungs. 

2.  Tracheal  aspiration  at  the  close  of  the 
operative  procedure  and  at  frequent  intervals 
thereafter  is  necessary  in  order  to  insure  a 
clear  airway  and  eliminate  the  possibility  of 
a mucous  plug  in  one  of  the  bronchi  with  re- 
sulting atelectasis.  If  this  latter  does  occur 
much  can  be  accomplished  by  single  or  re- 
peated bronchoscopic  examinations  and  the 
aspiration  of  the  mucous  plug  under  direct 
vision. 

3.  The  use  of  oxygen  by  means  of  oxygen 
tent  or  nasal  catheter,  especially  when  cyano- 
sis is  present.  In  those  patients  where  there 
is  a depression  of  respirations,  this  may  be 
aided  by  the  use  of  carbon  dioxide,  or  the 
combination  of  oxygen  and  carbon  dioxide. 


Post-Operative  Distension 

Much  of  the  difficulty  may  be  eliminated 
by  keeping  to  a minimum  the  trauma  to  loops 
of  intestine  during  abdominal  procedures  and 
by  the  judicious  use  of  such  drugs  as  prostig- 
mine  both  during  the  pre-operative  and  post- 
operative period.  However,  despite  these 
measures,  distension  will  occur  in  some 
patients. 

One  of  the  most  important  elements  in  the 
post-operative  treatment  of  patients  subjected 
to  operations  on  the  intestine  is  continuous 
gastro-duodenal  aspiration.  This  method 
gives  a great  degree  of  rest,  both  physical  and 
physiological,  to  the  gastro-intestinal  tract. 
The  development  of  the  Miller- Abbott  double 
lumen  tube  has  increased  the  possibilities  of 
post-operative  treatment.  Decompression  of 
the  entire  intestinal  tract  down  as  far  as  the 
caecum  can  be  carried  out  more  quickly  and 
efficiently  than  it  is  possible  with  the  method 
of  Wagensteen.  Decompression  of  a greatly 
distended  small  bowel  in  the  presence  of  peri- 
tonitis when  peristaltic  movements  are  mini- 
mal is  not  satisfactory  with  a simple  duo- 
denal tube  and  the  method  of  Wagensteen. 

Shock; 

The  subject  of  the  prevention  and  treat- 
ment. of  shock  has  been  the  theme  of  hun- 
dreds of  articles  and  many  books  during  the 
past  twenty  years.  It  is  fortunately  less  often 
encountered  at  the  present  time  as  the  result 
of  surgical  procedures,  but  has  frequent  oc- 
currence in  traumatic  accidents  such  as  auto- 
mobile accidents.  The  best  treatment  is  local 
heat,  intravenous  fluids  and  blood  transfu- 
sions. But  by  far  the  most  important  point 
to  be  remembered^  is  the  early  recognization 
of  the  condition  and  the  early  institution  of 
measures  to  combat  it.  The  measures  to  com- 
bat the  condition  should  begin  during  the 
operation  or  immediately  at  the  cessation  of 
the  operation,  rather  than  several  hours  later 
after  the  patient  has  returned  from  the  oper- 
ating room.  This  is  well  illustrated  in  major 
thoracic  procedures  where  as  a routine  pro- 
cedure an  intravenous  drip  is  begun  at  the 
beginning  of  the  operation  and  one  or  more 
transfusions  are  given  during  the  course  of 
the  procedure. 

Continued  on  page  282 


Volume  XXXI , No.  IO 


The  President’s  Page 


27  9 


The  President’s  Page 


To  the  Members  of  the  Maine  Medical  Association: 

An  important  event  for  the  State  Association  is  the  Annual  Clinical 
Session  at  Bangor  on  October  17th  and  18th.  A detailed  account  of  the 
Program  appears  elsewhere  in  the  Journal  this  month.  I want  to  call  the 
members’  attention  to  the  fact  that  the  Session  will  open  Thursday  night, 
October  17th,  with  a dinner  at  the  Bangor  House  at  8.00  P.  M.  After  dinner, 
Dr.  Abraham  Creadick  of  the  Obstetrical  Department  of  Yale  School  of 
Medicine  will  address  the  gathering.  He  will  speak  on  a phase  of  obstetrics, 
a subject  of  interest  to  all  practitioners. 

Friday  morning  the  clinical  meeting  will  open  at  the  Eastern  Maine 
General  Hospital  at  8.30  A.  M.  A variety  of  clinics  will  be  offered.  Luncheon 
will  be  served  at  the  hospital,  and  case  reports  with  discussions  will  occupy  the 
afternoon.  The  final  discussion  will  be  conducted  by  Dr.  George  C.  Wilkins 
of  Manchester,  N.  H.,  who  will  speak  about  the  New  Hampshire  method  of 
conducting  tumor  clinics.  Our  Tumor  Clinics  in  Maine  continue  to  show  a 
steady  growth,  and  our  Association  Cancer  Committee  hopes  to  have  a full 
and  active  discussion  at  this  meeting. 

The  Penobscot  County  Medical  Society  have  looked  forward  to  this 
meeting  for  a long  time  and  have  made  plans  for  a pleasant  and  informative 
session.  And  the  future  of  the  Annual  Fall  Clinical  Session  depends  in  no 
small  measure  upon  the  attendance  and  response  to  this  year’s  meeting  at 
Bangor. 

With  a program  condensed  into  one  evening  and  one  day,  with  the  new 
wing  of  the  hospital  open  for  inspection  and  with  the  renowned  hospitality  of 
Bangor  awaiting  us,  it  seems  as  though  we  should  have  a well  attended  and 
enthusiastic  meeting. 

Thomas  A.  Foster,  M.  D., 

President , Maine  Medical  Association. 
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Wendell  L.  Willkie 

109  East  42nd  Street 
New  York  City 

Colorado  Springs 
August  7,  1940 


My  dear  Doctor  - 

You  have  asked  my  views  on  socialized 
medicine.  I am  against  it.  You  can  quote  me 
any  place  on  this. 

Cordially  yours, 

WENDELL  L.  WILLKIE 


Dr.  T.  Leon  Howard 
Denver,  Colorado. 


The  Rocky  Mormtain  Medical  Journal  for  September,  1940,  prints 
the  above  letter  to  Dr.  T.  Leon  Howard,  of  Denver,  Colorado. 
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Editorials 

Some  Problems  of  National  Preparedness 


The  problems  of  adequate  national  pre- 
paredness are  so  complex  and  far  reaching 
they  seem  sometimes  impossible  of  attain- 
ment. The  building  of  an  effective  war  ma- 
chine demands  that  we  must  re-adjust  our- 
selves to  conditions  of  fact;  that  in  many 
ways  we  must  change  our  ways  of  living  and 
substitute  the  economy  of  peace  for  the  econ- 
omy of  war — as  if  there  could  be  economy  in 
war — and  in  this  vast  and  intricate  mecha- 
nism the  profession  of  medicine  becomes  an 
important  part.  While  some  of  the  problems 
of  medicine  are  concerned  with  those 
wounded  in  action  and  those  incapacitated  by 
illness  while  under  enlistment  they  are  a 
small  part.  It  has  well  been  said  that  putting 
a uniform  on  a physician  does  not  make 
him  a military  surgeon  any  more  than  the 
robing  of  a lawyer  qualifies  him  as  a jurist. 
Experience  is  not  lacking  in  this  regard. 
What  demands  may  come  to  this  country, 
and  they  must  be  met  if  we  are  to  preserve 
our  methods  of  life,  no  one  knows.  That  de- 
mands will  come  if  the  present  titanic  world 
convulsions  have  any  significance  must  be  ap- 
parent. If  it  becomes  a direct  question  of  We 
or  They  the  responsibilities  of  the  medical 
and  ancillary  professions  become  one  of  our 
first  lines  of  defense  and  protection.  Our 
national  strength,  to  be  effective,  must  by 
necessity  be  capable  of  aggression  of  the  high- 
est possible  degree  but  to  be  aggressive  it  must 
be  implemented  by  man  power  of  the  best 
possible  fitness,  which  fitness  can  be  obtained 
only  by  the  expert  training  of  those  who  will 
operate  the  highly  technical  machine  of  mod- 
em warfare  but  those  who  will  be  called  upon 
to  build  and  maintain  it.  They  must  be  pro- 
tected, as  far  as  possible,  from  those  diseases 
and  injuries  that  are  preventable;  medicine 
of  peace  must  be  substituted  for  the  medicine 
of  war  for  if  it  is  otherwise  the  modern  tech- 
nical implements  employed  today  become 
useless. 

Ho  sane  person  wants  war  at  any  time  in 
this  country.  We  hate  war  and  war-like 


peoples.  Mobilization  of  the  vast  resources  of 
this  country  for  war  has  a sinister  meaning, 
but  no  rational  person  can  view  what  has 
taken  place  in  Europe  and  not  be  fearful  that 
it  will  spread  here.  Such  fears  and  possibili- 
ties can  be  minimized  if  we  are  in  a position 
to  prevent  it.  Despite  the  fact  that  our  na- 
tional life  must  go  on,  its  efficiency  even 
stepped  up  in  any  and  all  ways,  adequate  de- 
fense depends  on  careful  and  expert  planning, 
cooperation  in  any  and  all  things  that  may 
be  demanded  and  which  may  impose  indi- 
vidual and  collective  sacrifices  seemingly 
hard  and  unjust  at  the  time.  A prepared 
nation  can  look  with  greater  confidence  to  the 
future. 

In  times  of  war  the  medical  profession  has 
thrust  upon  it  problems  that  do  not  ordinarily 
exist  and  to  the  unthinking  do  not  concern  it. 
Medicine  has  always  been  fighting  a war. 
W ar  against  disease,  pestilence  and  death ; 
war  against  any  and  all  things  that  make 
life  less  safe  and  happy  and  the  struggle  must 
go  on.  Our  medical  schools  must  continue  in 
the  training  of  men  and  women  so  they  can 
assume  their  proper  places  in  the  ranks ; our 
hospitals  and  public  health  services  will  have 
increased  demands  that  must  be  met;  the 
civilian  population  will  need  more  than  ever 
before  expert  medical  care  that  it  may  meet 
the  burdens  demanded  by  the  machine  of  war. 
All  of  these  duties  and  responsibilities  belong 
to  medicine.  Teamwork  and  liaison  with  those 
delegated  for  any  service  is  one  way  of  assur- 
ing success.  Succcess  that  we  may  live  as  the 
United  States  of  America  and  success  that 
civilization  as  we  know  it  shall  not  become 
extinct.  The  statement  made  in  appreciation 
of  the  gravity  of  the  situation  we  now  face, 
if  the  totalitarian  powers  become  successful 
and  capable  of  enforcing  their  demands  on 
the  world  as  a whole,  that  some  of  us  mav 
well  be  content  to  be  as  old  as  we  are  but  God 
help  those  who  come  after  us  is  not  without 
significance. 


282 


The  Journal  of  the  Maine  Medical  Association 


Annual  Conference  of  State  Secretaries  and  Editors  Not  to  Be  Held 


It  has  been  the  custom  of  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion to  hold  an  annual  conference  with  the 
Secretaries  of  Constituent  State  Associations 
and  Editors  of  State  Medical  Journals.  That 
these  conferences  have  been  of  great  interest 
and  value  any  one  who  has  attended  can 
testify. 

Some  of  the  major  reasons  for  the  omission 
this  year  are  as  follows : The  work  incident 
to  the  undertakings  of  the  Committee  on 
Medical  Preparedness  is  tremendous  in  vol- 
ume and  engages  at  present  a major  part  of 
the  time  of  the  administrative  personnel  of 
the  Association.  It  is  obvious  that  this  im- 
portant task  must  be  carried  on  to  complete- 
ness. 

The  number  of  meetings  to  be  required  of 
the  Committee  on  Preparedness  cannot  be  de- 
termined as  yet  but  it  is  probable  that  the 
Committee  have  two.  if  not  more,  conferences 
with  State  chairmen.  The  first  meeting  be- 


tween the  Committee  and  chairmen  will  be 
on  September  20th,  in  Chicago. 

Another  reason,  and  this  should  strike 
home  to  every  member,  is  that  the  Association 
has  been  officially  informed  that  the  case  of 
the  United  States  versus  the  American  Medi- 
cal Association  et  ah,  is  definitely  set  for  trial 
on  October  21st.  The  case  will  extend  over  a 
period  of  two  months  or  more  and  will  re- 
quire in  Washington  for  that  time  at  least 
four  of  the  administrative  officers  of  the 
Association. 

The  costs  in  both  activities  will  be  very 
heavy.  Concerning  those  for  the  Committee 
on  Preparedness  the  Association  will  meet 
that  as  part  of  its  duty.  That  we  should  be 
forced  to  spend  a large  sum  for  the  defense 
of  the  Association  and  some  of  its  officers 
against  an  indictment,  to  us  seemingly  unfair 
and  unjust,  may  well  be  considered  as  one  of 
the  results  of  some  of  the  “undiluted  poisons” 
mentioned  by  the  President. 


Gilbert  Clapperton—  Continued  from  page  276 

vomiting,  makes  spinal  anesthesia  popular 
and  valuable  in  abdominal  and  rectal  opera- 
tions, bone  and  joint  surgery  of  the  lower  ex- 
tremes, and  genital-urinary  surgery.  Its  con- 
traindications are  cases  of  marked  arterio- 
sclerosis, anemia,  shock,  hyper-  and  hypo-ten- 
sion, obesity,  myocarditis,  and  pathology  of 
the  central  nervous  system. 

Intravenous  Barbiturates 

These  drugs  (Pentothal,  Sodium  pre- 
ferred) find  a big  field  of  usefulness  in  short 
surgical  procedures  lasting  from  thirty  min- 
utes to  an  hour.  The  chief  contraindications 
are : 

Extremes  of  age 
Hepatic  disease 
Respiratory  obstruction 
Pulmonary  pathology 

There  are  many  agents  and  methods  to  con- 
sider when  choosing  an  anesthesia.  The  para- 
mount factor  for  the  safety  of  the  patient  lies 


in  the  knowledge  and  skill  of  the  individual 
who  administess  the  drug. 
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William  V.  Cox — Continued  from  page  278 
Embolism 

From  the  beginning  of  the  post-operative 
period,  patients  should  be  encouraged  to 
move  their  arms  and  legs  actively  and  fre- 
quently. Such  movements,  with  their  atten- 
dant increase  in  the  flow  of  blood  in  the 
veins,  are  the  best  protection  obtainable 
against  the  development  of  thrombophlebitis 
and  possibly  future  embolism.  There  are 
those  who  advocate  active  exercise  even  after 
a definite  thrombophlebitis  has  developed, 
but  such  treatment  seems  to  give  poorer  re- 
sults than  immobilization  of  the  part  in- 
volved, once  a definite  thrombophlebitis  has 
developed. 
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Arthur  T.  Whitney,  M.  D., 

1900-1940 


Doctor  Whitney  was  born  in  Houlton  on  the 
14th  of  September,  1900.  His  early  education  was 
obtained  in  the  public  schools  of  Houlton.  He 
graduated  from  Bowdoin  in  1922  and  obtained  his 
degree  in  medicine  from  Boston  University  Medi- 
cal School  in  1927.  He  served  an  internesliip  in 
the  Massachusetts  Memorial  Hospital  in  Boston, 
four  months  on  the  obstetric  service  of  the 
Worcester  City  Hospital  and  followed  this  as  a 
resident  in  the  Worcester  State  Hospital,  com- 
mencing practice  in  Houlton  in  1929. 

Arthur  Whitney  exemplified  that  type  of  general 
practitioner  who  becomes  an  important  member 
of  his  profession  and  community.  Early  in  his 
work  he  became  actively  identified  with  the  social 
and  civic  betterments  of  Houlton;  a great  friend 
of  young  people,  he  was  intensely  interested  in 
and  devoted  much  time  in  their  behalf,  and  was 


always  willing  to  serve  his  profession  in  capaci- 
ties requiring  no  little  time  and  effort.  For  years 
he  was  a most  efficient  and  loyal  secretary- 
treasurer  of  the  Aroostook  County  Medical  Society 
and  was  serving  as  its  president  at  his  death. 
Since  the  incorporation  of  the  Aroostook  General 
Hospital  he  was  its  treasurer  and  a member  of  the 
Board  of  Governors,  and  was  one  of  the  Board  of 
Council  of  the  Town  of  Houlton. 

Death  came  to  this  good  friend  and  beloved 
colleague  suddenly  and  tragically  in  a drowning 
accident  on  September  22nd.  His  passing  leaves  a 
definite  void  with  his  many  patients,  and  his  pro- 
fession mourns  the  loss  of  a loyal  and  truly  won- 
derful friend.  He  loved  life  and  he  spared  no 
effort  to  bring  happiness  to  others. 

He  is  survived  by  his  wife,  Gladys  Morehouse 
Whitney,  one  son  and  a daughter. 
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Program 


ANNUAL  FALL  CLINICAL  SESSION 
MAINE  MEDICAL  ASSOCIATION 


Bangor , Maine 
Thursday , October  17th 
8.00  P.  M.  at  the  Bangor  House 


Friday , October  18th 
8.30  A.  M.  to  5.00  P.  M. 
at  the 

Eastern  Maine  General  Hospital 


Registration 

Thursday,  October  17th,  at  the  Bangor  House. 

Friday,  October  18th,  at  the  Eastern  Maine  General  Hospital. 


THURSDAY,  October  17th 
8.00  P.  M.  Dinner  at  the  Bangor  House 

Speaker:  Abraham  N.  Creadick,  M.  D.,  New  Haven, 
Connecticut,  Associate  Clinical  Professor, 
Obstetrics  and  Gynecology. 

Subject:  An  Obstetrical  subject  of  general  interest. 


FRIDAY,  October  18th 
at  the 


Eastern  Maine  General  Hospital 


8.30  A.  M.  to  11.00  A.  M. 


Operative  Clinic 

Magnus  Ridlon,  M.  D.,  Bangor 
R.  M.  Zollinger,  M.  D.,  Boston 
Hysterectomy 
Cholecystectomy 


Case  Presentations  and  Clinical  Observations 
Chester  S.  Keefer,  M.  D.,  Boston 
Wilfred  J.  Comeau,  M.  D.,  Bangor 
Lawrence  M.  Cutler,  M.  D.,  Bangor 
Clarence  Emery,  M.  D.,  Bangor 
Albert  W.  Fellows,  M.  D.,  Bangor 
Leroy  H.  Smith  M.  D.,  Winterport 
John  E.  Whitworth,  M.  D.,  Bangor 
Henry  C.  Knowlton,  M.  D.,  Bangor 
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11.00  A.  M.  to  12.00  M. 


Orthopedic  Symposium 

Allan  Woodcock,  M.  D.,  Bangor 
Samuel  S.  Silsby,  M.  D.,  Bangor 
Forrest  B.  Ames,  M.  D.,  Bangor 


G.  U.  Symposium  — Urinary  Stasis 
Earl  S.  Merrill,  M.  D.,  Bangor 
Carl  E.  Blaisdell,  M.  D.,  Bangor 


12.00  M.  to  2.00  P.  M.  Buffet  Luncheon  at  the  Hospital 


2.00  P.  M.  to  5.00  P.  M. 

Case  Reports  and  Observations 
Asa  C.  Adams,  M.  D.,  Orono 
Edward  A.  Blank,  M.  D.,  Bangor 
Walter  R.  Gumprecht,  M.  D.,  Bangor 
Theodore  S.  Moise,  M.  D.,  Bangor 
Harold  E.  Pressey,  M.  D.,  Bangor 
Harrison  L.  Robinson,  M.  D.,  Bangor 

The  New  Hampshire  Plan  for  Cancer  Control 

George  C.  Wilkins,  M.  D.,  Manchester,  N.  H. 

It  is  expected  that  Doctors  Keefer,  Creadick  and  Zollinger  will  be  present  Friday  to  direct  dis- 
cussion. 


Special  Notices 

Hotel  Reservations 

Hotel  reservations  may  be  made  at  the  Bangor  House  or  Penobscot  Exchange. 


County  Secretaries 

There  will  be  a meeting  of  County  Secretaries  on  Friday,  October  18th,  at  the  Eastern  Maine 
General  Hospital,  at  12.30  P.  M.  All  County  Secretaries  are  urged  to  be  present. 

Frederick  R.  Carter, 

Secretary-Treasurer,  Maine  Medical  Association. 


Committee  on  Graduate  Education 

There  will  be  a meeting  of  the  Committee  on  Graduate  Education  on  Friday,  October  18th,  at  the 
Eastern  Maine  General  Hospital  at  12.00  noon. 

County  Secretaries  are  cordially  invited  to  attend  this  meeting. 

Frederick  T.  Hill,  Chairman. 


Committee  on  Tuberculosis 

There  will  be  a meeting  of  the  Committee  on  Tuberculosis  on  Friday,  October  18th,  at  the  Bangor 
House  at  12.00  noon. 

Edward  A.  Greco,  Chairman. 


For  the  Ladies 

There  will  be  a bridge  party  and  tea  for  the  ladies  Friday  afternoon  at  the  Nurses’  Home  at  the 
Eastern  Maine  General  Hospital. 
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County  News  and  Notes 


A ndroscoggin 

The  Androscoggin  County  Medical  Society  held 
its  first  regular  meeting  of  the  year  Thursday  after- 
noon, September  19,  1940,  at  the  Auburn  Y.  M.  C.  A. 

The  Scientific  Section  presented  a program  which 
consisted  of  two  very  interesting  papers.  The  first 
was  Fractures  of  the  Bones  about  the  Hand,  by 
Morris  Goldman,  M.  D.,  of  Lewiston,  and  the  second 
was  Placenta  Previa,  by  Edwin  Kay,  M.  D.,  also  of 
Lewiston. 

Louis  B.  Hayden,  M.  D.,  a native  of  Maine  for- 
merly practicing  in  Plymouth,  Massachusetts,  has 
recently  returned  to  Livermore  Falls  to  practice 
medicine.  His  application  to  transfer  his  member- 
ship to  the  Androscoggin  County  Medical  Society 
was  accepted. 

Respectfully  submitted, 

Wedgewood  P.  Webber, 

Secretary. 


Kennebec 

A meeting  of  the  Kennebec  County  Medical  Asso- 
ciation was  held  at  the  Gardiner  General  Hospital, 
Thursday,  September  19,  1940. 

Clinical  Session  at  5.00  P.  M.,  which  was  pre- 
sided over  by  Blynn  0.  Goodrich,  M.  D.,  President: 

( 1 ) Krunkenburg  Tumor — C.  G.  Farrell,  M.  D. 

(2)  Arteriosclerotic  Dementia  — A.  B.  Libby, 

M.  D. 

(3)  Cerebrospinal  Meningitis — C.  R.  McLaugh- 

lin, M.  D. 

(4)  Appendicitis  with  Intestinal  Obstruction — 

F.  B.  Bull,  M.  D. 

(5)  Monstrosity— M.  E.  Joss,  M.  D. 

(6)  Acute  Nephritis — I.  E.  McLaughlin,  M.  D. 

Dinner  at  6.30  P.  M.,  which  was  followed  by  a 

business  meeting. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

The  application  of  Napoleon  Gingras,  M.  D.,  of 
Augusta,  Maine,  was  received  and  referred  to  the 
Council. 

The  speaker  of  the  evening  was  Duncan  Reid, 
M.  D.,  who  is  associated  with  the  Boston  Lying-in 
Hospital.  His  subject  was  “Use  of  X-ray  in  Obstet- 
rics.” The  paper  was  ably  presented  and  amplified 
by  X-ray  plates.  A general  discussion  followed. 

There  were  forty  members  and  guests  present. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary. 


Knox 

A meeting  of  the  Knox  County  Medical  Society 
was  held  at  the  Copper  Kettle,  Rockland,  Maine, 
on  September  17,  1940. 

Following  ward  rounds  at  the  Knox  County  Gen- 
eral Hospital  the  meeting  was  called  to  order  by 
the  President,  Doctor  Apollonio.  Minutes  were 
read  and  approved.  A fee  schedule  desired  by 
Doctor  James  Jackson  was  discussed  and  post- 


poned until  the  next  meeting.  Attention  was  called 
to  a meeting  to  be  held  on  October  16th  when 
Frederick  T.  Hill  will  be  present  and  will  talk  on 
the  relations  between  doctors  and  the  hospital, 
and  the  directors  and  the  hospital,  and  the  hos- 
pital with  the  doctors  and  directors. 

Doctor  Van  S.  Smith  of  the  Parkway  Hospital 
in  Brookline  was  presented  by  Doctor  Carswell 
and  talked  on  Cancer,  presenting  cases  and  giving 
a very  interesting  and  instructive  talk  on  the  diag- 
nosis of  early  cancer,  the  difficulties  encountered 
and  pitfalls  to  be  avoided.  The  benefits  of  treat- 
ment and  percentages  of  cures  when  the  case  is 
in  its  early  stages  were  very  interesting.  He 
stressed  the  fact  that  nothing  more  as  to  the 
cause  of  cancer  is  known  now  than  thirty  years 
ago.  He  also  expressed  the  opinion  that  a person 
having  one  primary  cancer  which  had  apparently 
been  cured  was  more  liable  to  have  another  pri- 
mary cancer  than  one  who  had  never  had  any.  A 
general  discussion  followed. 

A.  J.  Fuller, 
Secretary. 


Meetings  of  the  Knox  County  Medical  Society 
were  held  in  May  and  August  with  Doctor  George 
Holmes  of  the  Massachusetts  General  Hospital  as 
guest  speaker  at  the  May  meeting,  and  Doctor 
Thomas  A.  Foster,  President  of  the  Maine  Medical 
Association,  speaker  at  the  August  meeting.  Both 
were  interesting  speakers  and  the  meetings  we're 
very  instructive  and  well  attended. 

A.  J.  Fuller, 
Secretary. 


Piscataquis 

The  annual  meeting  of  the  Piscataquis  County 
Medical  Association  was  held  at  the  Mayo  Memo- 
rial Hospital  in  Dover -Foxcroft,  Thursday,  Sep- 
tember 19th. 

The  following  officers  were  elected: 

President — F.  J.  Pritham,  Greenville  Junction. 

Vice-President — A.  M.  Carde,  Milo. 

Secretary-Treasurer  — N.  H.  Nickerson,  Green- 
ville. 

Delegate  to  the  1941  annual  session  of  the  Maine 
Medical  Association,  H.  C.  Bundy,  Milo.  Alternate, 
N.  H.  Crosby,  Milo. 

Board  of  Censors — Ruth  B.  Thomas  (’41),  M.  0. 
Brown  (’42),  W.  E.  MacDougal  (’43). 

Legislative  Committee — Guy  E.  Dore  (’41),  M.  O. 
Brown  (’42),  E.  D.  Merrill  (’43). 

Frederick  T.  Hill,  M.  D.,  of  Waterville  gave  a 
most  instructive  and  timely  talk  on  Gliemo-therapy 
in  Relation  to  Oto-Laryngology. 

All  but  three  of  the  eighteen  members  of  the 
Piscataquis  County  Medical  Association  were 
present. 

N.  H.  Nickerson, 

Secretary. 


Somerset 

Howard  L.  Reed  of  Madison  was  elected  President 
of  the  Somerset  County  Medical  Society  at  a meet- 
ing held  Thursday,  August  29th,  at  Lakewood. 
Other  officers  elected  are: 
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Vice-President — Allan  J.  Stinchfield,  Skowhegan. 
Secretary-Treasurer — Maurice  E.  Lord,  Skowhe- 
gan. 

Delegate  to  the  1941  annual  session  of  the  Maine 
Medical  Association,  George  E.  Young,  Skowhegan. 
Alternate,  Franklin  P.  Ball,  Bingham. 

Board  of  Censors  — H.  W.  Smith,  W.  S.  Stinch- 
field, and  H.  E.  Marston. 

Maurice  E.  Lord, 

Secretary. 


New  Members 

Androscoggin 

Louis  B.  Hayden,  M.  D.,  Livermore  Falls,  Maine. 

Cumberland 

Neil  L.  Parsons,  M.  D.,  Damariscotta,  Maine. 

Somerset 

Henry  A.  Brann,  M.  D.,  Madison,  Maine. 


Change  of  Address 

Kennebec 

A.  B.  Allen,  M.  D.,  from  177  Main  St.,  Waterville, 
Maine,  to  Corinna,  Maine. 

York 

William  H.  Kelly,  M.  D.,  from  Bridgton,  Maine, 
to  Wolf  Building,  Sanford,  Maine. 


Coming  Meetings 

Kennebec 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Maine,  Secre- 
tary. 

Thursday,  November  21st,  at  the  Elmwood 
Hotel,  Waterville,  Maine.  Program  to  be 
announced. 

Thursday,  December  19th,  at  the  Augusta 
State  Hospital,  Augusta,  Maine. 

Speaker:  A Warren  Stearns,  M.  D.,  of  Boston. 

Subject:  To  be  announced. 


Special  Notices 


Government  to  Need  Temporary  and 
Part-time  Civilian  Medical 
Officers 

The  expansion  of  the  army  creates  a need  for 
about  600  civilian  medical  officers  in  various  grades 
for  temporary  and  part-time  service.  The  duties  of 
full-time  officers  will  be  to  act  as  doctors  of  medi- 
cine in  active  practice  in  hospitals,  in  dispensaries, 
and  in  the  field.  The  duty  of  part-time  officers  will 
be  to  report  for  sick  call  at  a fixed  hour  each  day 
and  to  be  subject  to  emergency  call  at  all  times. 

The  Civil  Service  Commission  in  making  this 
announcement  calls  particular  attention  to  the 
fact  that  part-time  officers  will  be  able  to  continue 
their  regular  practice.  In  order  that  this  may  be 
done,  appointments  to  the  part-time  positions  will 
be  made  of  medical  officers  in  the  vicinity  of  the 
place  of  duty. 

Information  concerning  these  positions  may  be 
obtained  from  the  Secretary  of  the  Board  of  U.  S. 
Civil  Service  Examiners  at  any  first-  or  second- 
class  post  office,  or  from  the  United  States  Civil 
Service  Commission,  Washington,  D.  C.  Physicians 
are  urged  to  apply  at  once.  This  work  is  of  the 
greatest  importance  to  the  success  of  the  National 
Defense  program. 


Tumor  Clinics 

Bangor:  Eastern  Maine  General  Hospital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Magnus  F.  Ridlon,  M.  D. 

Lewiston:  Central  Maine  General  Hospital 

Tuesday,  10.00  A.  M.-12.00  M. 
Director,  E.  V.  Call,  M.  D. 


St.  Mary's  General  Hospital 
Wednesday,  4.00  P.  M. 

Director,  R.  A.  Beliveau,  M.  D. 

Portland:  Maine  General  Hopital 

Thursday,  11.00  A.  M.-12.00  M. 
Director,  Mortimer  Warren,  M.  D. 

Waterville:  Sisters  Hospital 

1st  & 3rd  Thursdays,  10.00  A.  M. 
Director,  B.  0.  Goodrich,  M.  D. 
Thayer  Hospital 

2nd  & 4th  Thursdays,  10.00  A.  M. 
Director,  E.  H.  Risley,  M.  D. 


Venereal  Disease  Clinics 

For  the  information  of  physicians  wishing  to 
refer  cases  of  venereal  disease  for  treatment,  the 
State  Bureau  of  Health  announces  that  such  facili- 
ties are  available  in  the  following  locations: 

Augusta,  Bangor,  Bath,  Belfast,  Biddeford,  Bing- 
ham, Calais,  Danfortli,  Eastport,  Ellsworth,  Grand 
Isle,  Guilford,  Houlton,  Island  Falls,  Lewiston, 
Millinocket,  Old  Town,  Portland,  Presque  Isle, 
Rockland,  Rumford,  Sanford,  Waterville,  Wilton, 
Winthrop. 

Any  physician  wishing  to  refer  a case  may 
obtain  the  name  of  the  clinic  physician,  in  the 
town  where  the  patient  is  to-  receive  treatment,  on 
request  to  the  Director,  State  Bureau  of  Health, 
Augusta,  Maine. 


Found 

An  Ophthalmoscope.  Loser  may  obtain  infor- 
mation regarding  same  by  calling  Journal  office. 
Tel.  3-5671. 
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New  England 
Postgraduate  Assembly 

Sponsored  by  the  Massachusetts,  New  Hampshire  and  Rhode  Island  Medical  Societies, 
the  Maine  Medical  Association  and  the  Vermont  State  Medical  Society 

November  13-14 

Sanders  Theatre,  Harvard  University,  Cambridge,  Massachusetts 

The  above  medical  societies  cordially  invite  all  registered  physicians  in  New  England  to  attend 
the  third  New  England  Postgraduate  Assembly.  An  up-to-date  review  of  new  ideas  in  diagnosis 
and  treatment  will  be  presented  on  each  subject.  The  speakers  are  well-known  authorities  in  their 
respective  fields.  The  list  of  guest  speakers  is  as  follows : 

Dr.  Fred  L.  Adair,  Chicago,  Illinois. 

Dr.  Henry  W.  Cave,  New  York  City. 

Dr.  Russell  L.  Haden,  Cleveland,  Ohio. 

Dr.  Sumner  L.  Koch,  Chicago,  Illinois. 

Dr.  Robert  F.  Loeb,  New  York  City. 

Dr.  Harrison  S.  Martland,  Newark,  New  Jersey. 

Dr.  T.  Grier  Miller,  Philadelphia,  Pennsylvania. 

Dr.  Oliver  S.  Ormsby,  Chicago,  Illinois. 

Dr.  Percy  S.  Pelouze,  Philadelphia,  Pennsylvania. 

Dr.  Tracy  J.  Putnam,  New  York  City. 

Dr.  Ralph  M.  Waters,  Madison,  Wisconsin. 

The  registration  fee  for  the  Assembly  is  three  dollars ; this  does  not  include  dinner  and 
luncheons  which  will  be  served  at  reasonable  rates.  A program  giving  further  details  and  contain- 
ing an  application  blank  for  registration  and  instructions  for  obtaining  luncheon  and  dinner  tickets 
will  be  mailed  to  every  licensed  physician  in  the  sponsoring  states.  It  will  greatly  aid  the  committee 
in  charge  if  these  applications  are  promptly  forwarded  to  the  Postgraduate  Assembly  Committee, 
8 Fenway,  Boston. 

Dr.  Frank  R.  Ober,  Chairman 
Dr.  Leroy  E.  Parkins,  Secretary 

Dr.  Clarence  F.  Ball  Dr.  Frederick  T.  Hill 

Dr.  John  P.  Bowler  Dr.  Robert  N.  Nye 

Dr.  Reginald  Fitz  Dr.  Joseph  W.  O’Connor 

Dr.  Emery  M.  Porter 

Postgraduate  Assembly  Executive  Committee 


Volume  XXXI,  No.  IO 


Book  Reviews 


28  9 


Booh  Reviews 


“ Operative  Surgery ” 

By:  J.  Shelton  Horsley,  M.  D.,  L.  L.  D.,  F.  A.  C. 
S.;  Attending  Surgeon,  St.  Elizabeth’s  Hos- 
pital, Richmond,  Va.;  and  Isaac  A.  Big- 
ger, M.  D.,  Professor  of  Surgery;  with 
contributions  by:  C.  C.  Coleman,  M.  D.,  F.  A. 
C.  S.,  Professor  of  Neurological  Surgery; 
Austin  I.  Dodson,  M.  D.,  F.  A.  C.  S.,  Professor 
of  Urology;  John  S.  Horsley,  Jr.,  M.  D.,  Asso- 
ciate Professor  of  Surgery;  Donald  M.  Faulk- 
ner, M.  D.,  Associate  Professor  of  Orthopedic 
Surgery;  all  of  the  Medical  College  of  Vir- 
ginia. 

Two  volumes. 

Illustrated  by  Helen  Loraine. 

Fifth  Edition.  Published  by  The  C.  V.  Mosby 
Company,  St.  Louis,  Mo.,  1940.  Price,  $18.00. 

Rapid  progress  in  surgery  made  necessary  the 
publication  of  this  new  and  greatly  improved  edi- 
tion of  this  well  known  work.  The  greatly  revised 
text  has  been  liberally  adorned  with  1,391  good 
illustrations.  Among  the  many  items  of  interest 
mentioned  for  the  first  time  in  book  form  are  liga- 
tion of  the  patent  ductus  arteriosus,  segmental 
pneumonectomy,  extrapleural  pneumothorax,  and 
new  material  of  technical  nature  in  the  treatment 
of  orthopedic  injuries,  malformation  and  repair. 
Many  new  surgical  techniques  of  various  authors 
are  included  in  this  edition.  All  through  his  work 
the  author  tries  to  follow  his  belief  that  “The  prin- 
ciples underlying  an  operation  are  correct  only  if 
they  conform  to  the  laws  of  physiology  and  to  the 
laws  of  repair  of  the  tissue  or  organ  that  is  affect- 
ed.” The  information  contained  in  this  new  two 
volume  work  is  comprehensive  and  practicable. 
Above  all,  it  is  brought  up  to  the  present  time. 


“The  Poison  Trail” 

By:  William  F.  Boos,  M.  D. 

Published  by  Hale,  Cushman  & Flint,  Boston  and 
New  York,  1939.  Price  $3.00. 

If  man  could  know  when,  why,  how  and  where 
matter  which  in  proper  combination  maintains  life 
undergoes  changes  which  render  beneficient  air, 
food,  drink,  etc.,  into  maleficent  agents,  we  could 
learn  to  distinguish  correctly  between  friendly 
poisons  and  poisonous  friends  and  learn  to  devise 
protective  measures  against  their  destructive  ac- 
tion. Dr.  Boos  gives  us  much  useful  information 
in  this  charming,  partly  autobiographic  narrative. 
He  shows  how  necessary  it  may  become  to  practice 
much  care  and  caution  in  our  breathing,  eating, 
drinking,  even  handling  of  materials  employed  in 
the  business  of  living.  The  air  we  breathe,  the  food 
we  eat,  the  drinks  we  enjoy  so  much,  our  clothing, 
the  cosmetics  with  which  we  cover  and  beautify 
our  body,  our  home  workshop,  vacationland,  they 
all  may  offer  dangerous  surprises.  If  we  can  learn 
to  be  careful  before  we  indulge  in  dangerous 
habits,  it  may  not  be  necessary  to  call  in  the 
poison  expert  for  consultation  after  indulgence. 
In  the  last  chapter  of  “The  Poison  Trail”  and  in 
the  Appendix  the  practicing  physician  is  told  what 
is  expected  of  him  if  he  is  called  upon  to  give  ex- 
pert testimony  in  court  when  the  poison  trail’s 
end  is  reached.  It  all  is  interesting  and  helpful 
reading  for  the  medical  man. 


“Clinical  Heart  Disease” 

By:  Samuel  A.  Levine,  M.  D.,  F.  A.  C.  P.;  Assist- 
ant Professor  of  Medicine,  Harvard  Medical 
School;  Senior  Associate  in  Medicine,  Peter 
Bent  Brigham  Hospital,  Boston;  Consultant 
Cardiologist,  Newton  Hospital;  Physician, 
New  England  Baptist  Hospital,  Boston. 
Second  Edition,  Revised  and  Reset. 

Published  by  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1940.  Price,  $6.00. 

Four  years  ago  the  first  edition  of  this  work  ap- 
peared and  was  well  received.  Even  though  no 
fundamental  changes  have  occurred  during  the 
elapsed  time,  changes  of  a technical  nature  which 
have  been  developed  are  included  in  the  new  edi- 
tion. Also  included  is  the  information  gleaned 
from  periodic  literature,  various  prints  of  practical 
importance,  and  a brief  discussion  on  matters  of 
medico-legal  importance  in  relation  to  traumatic 
heart  injury.  There  is  a detailed  discussion  of  the 
precordial  lead,  also  of  electrocardiograms  which 
were  taken  with  a new  technique.  The  terminology 
employed  is  that  recently  recommended  by  the  com- 
mittee of  the  American  Heart  Association  and  the 
Cardiac  Society  of  Great  Britain  and  Ireland. 
Methods  of  diagnosis  and  treatment  are  those  used 
by  the  author  in  his  office  and  hospital  practice. 


“Synopsis  of  the  Principles  of  Surgery” 

By:  Jacob  K.  Berman,  A.  B.,  M.  D.,  F.  A.  C.  S.; 
Assistant  Professor  of  Surgery,  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis. 

With  274  Illustrations. 

Published  by  The  C.  Y.  Mosby  Company,  St.  Louis, 
1940.  Price,  $5.00. 

This  new  member  of  the  Mosby  Synopsis  family 
is  designed  with  the  idea  of  correlating  the  basic 
sciences  with  the  fundamental  principles  of  sur- 
gery. The  rather  dogmatic  adherence  to  estab- 
lished principles  is  maintained  because  the  author 
believes  that  the  medical  student  must  forever  re- 
member the  principles  of  the  medical  arts  and 
sciences  no  matter  how  far  and  fast  he  may 
progress  in  his  own  field.  It  encourages  planned 
perseverance  rather  than  aimless  drifting. 


“A.  M.  A.  Council  on  Pharmacy  and 

Chemistry  Reports,  1939 ” 

Published  by  the  Amedican  Medical  Association, 
Chicago,  1940.  Price,  $1.00. 

This  book  contains  reprints  of  articles,  report- 
ing on  various  medical  substances,  as  published  in 
the  Journal  of  the  American  Medical  Association. 
They  are  mostly  of  an  educational  nature  and  not 
of  the  “Not  Acceptable”  type.  There  are  several 
very  interesting  reports  on  Sulfapyridine,  Neo- 
prontosil,  Dilantin  and  many  other  substances, 
including  vitamins,  poli-vitamine  mixtures  and 
vitamin  K. 

This  year’s  report  is  somewhat  large  and  also  Is 
considered  of  greater  interest  than  were  volumes 
of  previous  issues. 
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“The  Newer  Nutrition  in  Pediatric 
Practice ” 

By:  I.  Newton  Kugelmass,  B.  S.,  M.  A.,  Ph.  D., 
Sc.  D. ; Attending  Pediatrician,  Broad  Street 
Hospital  and  Heckscher  Institute,  New 
York;  Consulting  Pediatrician,  Lynn  Memo- 
rial Hospital,  Monmouth  Memorial  Hospital 
and  Muhlenberg  Hospital,  New  Jersey,  etc. 
183  Illustrations. 

Published  by  J.  B.  Lippincott  Company,  Philadel- 
phia, Montreal,  London,  1940.  Price,  $10.00. 

The  author  of  this  highly  scientific  treatise  be- 
lieves that  child  growth  is  a measurable  process 
which  demands  measurable  material  of  appropriate 
quality  and  adequate  quantity  for  optimum  func- 
tioning of  the  organism  and  must  be  balanced  ac- 
cording to  the  chemical  plan  of  the  whole  being. 
Since  all  true  growth,  normal  and  otherwise,  re- 
sults from  processes  resulting  from  specific  chem- 
ical reactions  between  certain  substances  we  must 
try  to  obtain  as  much  knowledge  as  is  possible  con- 
cerning any  and  all  of  these  substances  and 
processes.  To  all  appearances  this  book  contains 
all  of  the  practicably  usable  knowledge  that  is 
available  at  this  time.  All  nutritional  requirements 
and  nutritional  formulas  are  carefully  described 
and  methods  of  combination  are  explained.  Diet 
arrangements  for  normal  children,  also  for  children 
of  all  ages  up  to  15  years  who  require  considerable 
variation  in  their  diets  while  afflicted  with  the 
usual  or  unusual  diseases  are  given  in  considerable 
number  and  variety.  It  seems  that  any  food  re- 
quirement can  be  selected  and  prescribed  from 
these  tables.  Your  feeding  problems  are  here  scien- 
tifically and  clearly  solved. 


“Neoplastic  Diseases — A Treatise  on 
Tumors” 

By:  James  Ewing,  A.  M.,  M.  D.,  Sc.  D.,  LL.  D.; 
Professor  of  Oncology  at  Cornell  University 
Medical  College,  New  York  City;  Consulting 
Pathologist,  Memorial  Hospital. 

Fourth  Edition,  Revised  and  Enlarged. 

With  581  Illustrations. 

Published  by  AY.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $14.00. 

This  remarkable  work  on  neoplastic  diseases 
was  begun  in  1919.  There  have  been  new  editions 
in  1922  and  1928.  Since  then  much  work  has  been 
done.  It  is  well  that  all  worthwhile  new  knowledge 
is  brought  together  by  Dr.  Ewing  in  this  new  edi- 
tion. He  has  succeeded  and  has  presented  to  the 
medical  profession  a comprehensive  treatise  on 
tumors.  Everything  that  can  be  known  at  the 
present  time  concerning  the  nature  of  the  various 
types  and  forms  of  new  growths  which  afflict  man- 
kind is  here  clearly  and  authoritatively  described. 
The  author  is  well  aware  that  in  view  of  the  volu- 
minous material  that  has  been  put  in  print  con- 
cerning all  phases  of  new  formations,  benign  and 
malignant,  no  one  book  can  include  all  solutions 
to  the  many  and  varied  problems.  He  hopes,  how- 
ever, that  he  has  succeeded  in  creating  a readable 
critical  review  of  the  most  important  and  reliable 
accomplishments.  There  are  over  seventy  pages  of 
bibliographical  references  and  a good  index. 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 
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Safeguarding  the  Surgeon* 

By  Herbert  E.  Locke,  Attorney-at-Law , Augusta,  Maine 


F OREWORD 

Surgery  has  become  so  perfected  that  the 
doctors  can  tell  for  sure  what  is  wrong  inside 
and  there  is  no  longer  any  reason  to  have  un- 
fortunate incidents  or  poor  end  results. 

This  statement  is  untrue,  but  it  is  the  view 
of  the  uninformed  laity. 

Efforts  by  the  profession  to  correct  this 
view  by  explanation  of  the  numerous  risks 
would  cause  some  alarm  and  probably  result 
in  avoidance  of  surgery  by  patients  who  truly 
need  it — and  accomplish  little  or  no  good  for 
either  patient  or  practitioner. 

This  view  of  the  laity  that  pre-operative 
diagnosis  and  surgical  treatment  approach 
being  an  exact  science  necessarily  results  in 
dissatisfaction,  claims  and  even  malpractice 
suits  in  those  unavoidable  instances  where 
Mature  is  perverse. 

Malpractice  Claims  Increasing 

Ten  years  ago,  addressing  the  Mew  Eng- 
land Medical  Council,  I asserted  that  claims 
by  patients  against  physicians  and  surgeons 
complaining  of  treatment  given  had  increased 
substantially  during  the  ten  or  a dozen  years 


preceding  that  time.  And  I gave  my  notion 
of  the  causes.  Mecessarily,  I was  referring 
chiefly  to  Maine  where  I was  and  still  am 
concerned  with  the  study  and  defense  of  such 
claims.  Another  decade  has  passed.  My  ob- 
servation is  the  same,  with  this  qualification : 
the  cooperation  of  the  profession  in  discour- 
aging— in  place  of  encouraging — invalid  or 
doubtful  claims  against  brother  practitioners 
has,  to  a degree,  halted  the  increase  we  would 
otherwise  find. 

In  1932,  Lloyd  Stryker,  Esq.,  for  many 
years  general  counsel  for  the  Medical  Society 
of  the  State  of  Mew  York,  made  the  con- 
sidered statement  that  in  recent  years  “there 
has  been  a veritable  flood  of  such  cases.” 
Mew  York  State  and  particularly  Mew  York 
County  furnished  the  chief  source  of  Mr. 
Stryker's  observation. 

In  1936,  Thomas  D.  McDavitt  of  the  Bu- 
reau of  Legal  Medicine  of  the  American 
Medical  Association  stated  in  a prepared  pa- 
per that,  in  the  preceding  twenty  years,  “mal- 
practice claims  have  increased  materially  in 
frequency,  in  the  amount  of  damages  de- 
manded and  in  the  variety  of  allegations  of 
malpractice  ....  This  increase  has  run  coin- 


* Presented  at  the  Surgical  Conference  at  the  88th  Annual  Session  of  the  Maine  Medical  Association, 
Rangeley  Lakes,  Maine,  June  25,  1940. 
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cident  with  the  more  extensive  use  of  sur- 
gery.” He  speaks  of  the  entire  country. 

A memo  issued  by  the  American  Medical 
Association  in  the  winter  of  1938-39  says  the 
same,  continuing:  “Most  of  these  malprac- 
tice claims  and  suits  have  been  based  on  al- 
leged negligence  in  surgical  operations,  in  the 
treatment  of  fractures  and  in  the  therapeutic 
use  of  X-ray,  radium  and  various  types  of 
heat  or  light  therapy.” 

Here  in  Maine,  more  than  half  the  claims 
do  involve  surgery:  the  operation  or  its  in- 
cidents. This  is  no  discredit  to  the  surgeon, 
nor  credit  to  the  internist  and  general  prac- 
titioner. The  fact  is,  surgery  offers  the 
greater  risk. 

My  task  is  to  reduce  the  incidence  of  these 
claims  and  mitigate  the  results  of  them.  If, 
by  my  discussion  here  today,  even  one  claim 
is  avoided,  I count  your  time  and  mine  well 
spent.  Consequently,  I am  glad  to  comply 
with  the  request  of  the  Conference  Chairman 
and  to  consider  with  you  the  topic  assigned 
to  me. 

“Safe-Guarding  the  Surgeon” 

If,  as  I stated  at  the  outset,  the  laity  mis- 
takenly views  surgery  as  something  approach- 
ing an  exact  science  and  is  inclined  to  judge 
the  surgeon,  as  they  would  the  lawyer  in  the 
Court-room,  by  results  obtained,  then  it  fol- 
lows that  every  precaution  taken,  every  safe- 
guard employed  to  reduce  the  risk  and  make 
the  result  approach  perfection  is  to  he  sought. 
It  is  relatively  immaterial  to  the  point  of 
our  present  discussion  that  the  hospital  or 
nurse,  not  the  surgeon,  was  at  fault  or  even 
that  nobody  was  at  fault.  To  safe-guard  the 
surgeon  from  claim,  we  ignore  at  the  moment 
the  validity  of  such  claim.  Fine  distinctions 
of  legal  liability  come  later  if  a claim  de- 
velops to  he  defended. 

The  suggestions  made  in  the  four  previous 
papers  deserve  consideration.  They  are  based 
on  study  and  experience.  The  surgeon  who 
follows  them  safe-guards  his  patient  and  in- 
cidentally thereby  tends  to  safe-guard  him- 
self. I add  a few  suggestions  based  likewise 
on  my  study  and  experience  with  the  profes- 
sion in  Maine,  considering  for  convenience 
the  period  preceding  the  surgery,  the  surgery, 
and  the  period  following  the  surgery,  in  that 
order.  Many  of  you  will  say,  in  substance: 


We  knew  that  anyway.  I reply  that  repeated 
actual  incidents  and  claims  resulting  there- 
from involve  these  points. 

Pre-Operative 

Tests  of  patient’s  condition.  Have  sufficient 
tests  been  made  ? Is  this  patient  in  condition 
for  the  contemplated  surgery  which,  in  this 
instance,  can  be  delayed  during  a period  of 
build-up  or  special  therapy? 

If  a T.  & A.,  has  there  been  a satisfactory 
blood  coagulation  test  ? Speaking  of  results 
in  this  connection,  isnt’  one  of  the  chief  fac- 
tors in  the  lowered  mortality  rate  in  thy- 
roidectomy the  postponement  of  surgery  with 
a period  of  pre-operative  treatment  ? 

Tests  for  diagnosis.  Is  the  abdominal  con- 
dition pregnancy  ? Or  uterine  tumor  ? Or 
ovarian  cyst  ? More  tests  for  aid  in  diagnosis 
are  available  now  than  formerly  and  more 
will  be  available  as  the  science  advances.  We 
must  keep  up. 

X-ray  for  confirmation  of  reduction  as  well 
as  diagnosis  of  the  fracture.  Grant  that  you 
are  perfectly  satisfied  from  observation  and 
manipulation  that  your  fracture  is  well  re- 
duced. Grant  that  you  confirm  your  views 
with  fluoroscope.  Only  the  X-ray  is  proof. 
Every  fracture  case  is  a potential  malpractice 
claim  and  you  may  need  that  proof. 

Furthermore,  you  protect  your  patient  as 
well  as  yourself  by  that  confirmatory  X-ray. 
If  the  patient  or  his  sponsors  raise  the  ques- 
tion of  expense,  pay  for  it  yourself.  Usually 
the  charge  is  not  based  on  number  of  plates 
anyway.  There  might  not  he  any  additional 
expense. 

Consent  of  patient  or  relative  to  the  sur- 
gery— -and  the  surgeon.  The  law  guarantees 
the  patient  against  assault.  Surgery  unau- 
thorized in  its  extent  or  unauthorized  as  to 
the  particular  surgeon  performing  it  is  as- 
sault. Such  unauthorized  surgery  is  univer- 
sally condemned  by  the  Courts  of  this  coun- 
try and  substantial  punitive  damages,  smart 
money,  punishment  damages,  have  been  re- 
peatedly awarded.  That  the  surgery  was 
skillful  and  well  performed  or  that  it  was  de- 
sirable, if  not  absolutely  necessary,  is  no  legal 
defense  to  a claim  that  it  was  unauthorized. 
At  most,  those  factors  may  mitigate  the  dam- 
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ages  allowed.  Consequently,  secure  consent 
not  only  for  the  surgery  you  contemplate  on 
your  diagnosis  but  to  “such  surgery  as  in  the 
judgment  of  the  attending  surgeon  and  his 
assistants  and  associates  is  considered  neces- 
sary or  advisable.”  In  hospital  cases,  such 
consent  in  writing  on  a form  provided  there- 
for is  obtained  easily  and  without  adding 
materially  to  the  work  of  anyone.  A doctor 
operating  in  the  home  or  in  his  office  requires 
but  a moment  to  pull  from  the  w7allet  con- 
taining his  prescription  blanks  a little  type- 
written sheet  containing  the  substance  of  the 
consent. 

Consent  to  the  surgery  is  not  enough.  Pa- 
tient must  consent  to  the  particular  surgeon 
performing  it.  Conscientious  general  practi- 
tioners have  called  in  competent  surgeons, 
specialists  in  the  particular  field,  in  the  belief 
that  they  were  within  their  rights  in  doing 
so  without  securing  the  formal  consent  of  the 
patient  that  the  particular  surgeon  so  called 
in  should  operate  or  assist  in  the  surgery. 
The  general  practitioner  says  to  himself : The 
patient  authorizes  the  surgery;  he  has  utter 
confidence  in  me ; I will  call  in  one  of  two  or 
three  of  the  good  men  in  that  field  to  “assist.” 
He  does  so.  He  is  guilty  of  assault  because  he 
procured  an  unauthorized  act  to  be  done.  The 
utterly  innocent  specialist  is  likewise  guilty 
of  assault.  That  the  specialist  did  an  excel- 
lent job  and  procured  a good  result  does  not 
defeat  the  claim.  Punitive  damages  may  be 
awarded  against  both.  Further,  if  you  carry 
malpractice  insurance — and  the  surgeon  who 
does  not  do  so  is  extremely  unwise  in  these 
days,  in  my  opinion — the  insurer  may  deny 
coverage  to  both  the  surgeons  involved.  Gen- 
erally speaking,  they  write  a policy  insuring 
against  liability  for  error  in  treatment,  i.  e., 
negligence,  not  voluntarily  wrongful  act  like 
assault. 

Let  the  patient  agree  that  the  particular 
surgeon  called  in  is  to  operate.  Again,  use 
the  written  memorandum  if  in  the  hospital. 
Secure  the  consent  anyway. 

Guarded  'prognosis.  By  his  optimistic  and 
cheerful  attitude,  the  surgeon  often  aids  the 
patient  materially  in  convalescence,  but  in- 
stances show  us  that  too  optimistic  a prog- 
nosis to  the  patient  is  oftentimes  construed 
as  a guarantee.  Then  if  an  untoward  incident 


» 

occurs  in  convalescence  or  if  end  results  are 
not  perfect,  the  patient  repeatedly  concludes 
that  the  doctor  must  have  done  something 
wrong,  and  there  follows  some  dissatisfaction 
with  the  surgeon,  with  the  profession  and  a 
possibility  of  a malpractice  claim. 

Other  injuries  or  pathological  conditions. 
I say  “Amen”  to  Dr.  Risley’s  demand  for  as 
complete  an  examination  as  circumstances 
and  the  nature  of  the  case  permit.  Obvious 
fractures  in  one  leg  or  one  part  of  the  leg 
have  received  careful  and  successful  treat- 
ment while  another  fracture  in  the  other  leg 
or  in  another  part  of  the  leg  has  escaped  at- 
tention completely  and  united  in  malposition 
or  caused  serious  after  effects. 

You  surgeons  know  better  than  I that  a 
fracture  in  the  vicinity  of  the  knee  accom- 
panied by  pain  and  readily  diagnosed  may 
not  be  the  end  of  the  story ; that  there  may  be 
a fracture  of  the  pelvis  or  in  the  pelvic  region 
unaccompanied  by  pain  referred  to  that  area. 
Fortunately,  the  immobilization  and  rest  em- 
ployed in  treating  the  diagnosed  fracture  is 
oftentimes  good  and  successful  (even  if  un- 
intentional) treatment  for  the  pelvic  frac- 
ture. 

The  Surgery 

Foreign  bodies.  The  layman,  unfamiliar 
with  the  necessary  procedure  and  the  exigen- 
cies of  the  operating-room,  the  division  of 
responsibility  there,  the  necessity  for  concen- 
tration by  the  surgeon  exploring  and  operat- 
ing, is  shocked  by  the  loss  of  a sponge  and 
cannot  conceive  that  such  can  occur  without 
the  surgeon  being  grossly  negligent.  We  know 
better.  But  this  is  not  the  occasion  to  argue 
the  point  with  the  laity.  I earnestly  recom- 
mend a study  of  the  various  facilities, 
methods  and  devices  used  or  even  suggested 
for  the  purpose  of  accurate  sponge  count, 
and  to  avoid  the  loss  of  a sponge  in  the  pa- 
tient. The  practice  can  not  perhaps  be  stand- 
ardized, but  at  least  study  by  a proper 
agency  of  this  Association  might  result  in 
some  helpful  suggestions,  the  following  of 
which  would  be  to  the  great  good  of  the  sur- 
geon in  Maine  as  well  as  the  patient. 

Drains  and  tubes.  Drains  are  bound  to 
change  position  at  times,  in  the  treatment  of 
a suppurating  abscess  in  the  patient’s  neck, 
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for  instance.  They  have  to  be  used.  They 
have  to  stay  there  a while.  They  have  to  he 
replaced.  Replacement  must  come  many 
times  when  the  surgeon  is  not  in  attendance. 
I recommend  that  the  hospitals  he  urged  to 
devote  particular  attention  to  a technique  to 
the  end  that  these  drains  be  counted  with 
care,  the  count  fully  reconciled  and  that  any 
other  steps  which  can  he  devised  after 
thought  be  employed. 

Tubes.  They  must  be  fastened,  else  they 
sometimes  are  lost  into  the  opening  with  dis- 
tressing result. 

Broken  needles — particularly  in  the  repair 
of  a perineal  tear.  Again,  the  layman  can 
not  understand  why  a needle  should  break  in 
such  instances.  They  do.  Is  there  any  sug- 
gestion of  technique  to  reduce  the  likelihood 
of  breakage  ? 

“Tight”  casts.  Many,  if  not  most,  disturb- 
ances to  blood  circulation  manifesting  them- 
selves after  fracture  and  application  of  cast 
and  splint  are  due  to  damage  to  the  blood  ves- 
sels in  the  original  injury.  It  does  no  harm 
to  take  note  of  the  extensiveness  of  the  dam- 
age to  the  soft  tissues  and  to  note  in  the  hos- 
pital record  the  possibility  of  impaired  circu- 
lation as  a develojnnent  which  may  occur. 
Further,  our  hospitals  should  cooperate 
closely  in  following  the  surgeon’s  instructions 
and  watching  closely  so  that  the  edema  fol- 
lowing the  injury  to  the  soft  tissues  shall  not 
make  the  cast  become  “tight.”  So-called  tight 
casts  have  repeatedly  furnished  the  basis  for 
a claim  where  impairment  to  the  circulation 
appeared  and  the  extremity  was  lost. 

Protect  yourself  if  patient  refuses  the  ad- 
vised treatment.  If,  for  instance,  a patient 
has  delayed  union  in  a fracture  of  the  fore- 
arm and  refuses  a second  attempt  at  bone 
freshening,  with  complete  non-union  and  a 
false  joint  in  the  middle  of  his  arm  as  a re- 
sult, write  a statement  into  that  hospital 
record  that  the  bone  freshening  was  advised 
and  refused  and  have  the  patient  sign  it.  If 
he  won’t  sign  it,  which  is  unlikely,  go  to  the 
extreme  of  having  witnesses  sign  a memo- 
randum that  the  advice  was  given  and  re- 
fused, and  some  of  the  patient’s  friends  and 
relatives  make  the  best  witnesses  for  the 
point. 


Confusion  of  liquids  in  receptacles  on  the 
side  table.  This  has  caused  us  no  difficulty, 
practically  speaking,  in  Maine,  but  the  Legal 
Medicine  Bureau  of  the  American  Medical 
Association,  with  whom  I keep  in  touch,  sug- 
gests that  I call  to  your  attention  the  possible 
confusion  of  alcohol  and  anesthesia.  Re- 
peated instances  of  such  have  occurred  in 
other  states,  and  it  is  suggested  that,  first,  the 
two  be  kept  on  separate  tables  and,  second, 
that  they  be  placed  in  different  types  of  con- 
tainers and,  third,  that  the  surgeon  smell  the 
solution  before  using  it.  I am  happy  to  pass 
on  this  suggestion,  although  as  distinguished 
from  the  other  items  I mention,  this  has 
caused  no  difficulty  to  me  in  Maine. 

Sterilization.  Such  surgery  I divide  into 
four  types  of  instance.  First,  therapeutic. 
Another  pregnancy  may  be  so  fraught  with 
immediate  danger  to  the  female  that  fallec- 
tomy  is  justified  as  a proper  measure  for  the 
preservation  of  her  health  and  life.  When 
performing  it,  employ  a few  safe-guards. 
Have  the  independent  advice  and  approval 
of  another  surgeon,  have  the  consent  of  the 
husband,  not  legally  required  but  practically 
advisable.  Ignore  the  husband’s  lack  of  con- 
sent in  emergency,  of  course.  Reduce  the 
consents  to  writing  for  practical  protection. 
Vasectomy  may  be  therapeutic  of  course  and 
legally  permissible.  But  in  few  instances. 

Second,  the  feeble-minded.  The  statute 
permits  sterilization  of  such.  But  not  merely 
because  the  surgeon  thinks  it  is  advisable. 
Only  by  following  the  rather  complicated 
statutory  proceeding  providing  for  examina- 
tion and  adjudication  may  the  feeble-minded 
person  be  sterilized.  See  P.  L.  1933,  Sec.  77. 

Third,  sterilization,  particularly  of  the 
female , for  convenience  and  to  satisfy  the 
family  plans  of  the  couple.  This  is  entirely 
indefensible.  Consent  of  the  party  involved 
is  no  defense  whatever.  The  law  jealously 
protects  the  unborn  and  denies  sterilization 
as  well  as  abortion  except  for  therapeutic 
purposes. 

Fourth,  sterilization  for  economic  reasons. 
Economic  distress  during  the  past  decade  has 
resulted  in  an  increase  of  requests  for  sterili- 
zation. 
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Considerable  public  sentiment  supports 
sterilization  in  some  distressing  instances, 
for  the  good  of  society  and  the  relief  of  the 
family  from  acute  economic  distress. 

But  the  law  has  not  been  changed.  A cru- 
sading county  attorney  seeking  a vehicle  for 
reelection,  a women’s  club  searching  for  an 
objective  for  the  year,  a religious  organiza- 
tion in  complete  good  faith  seeking  compli- 
ance with  the  laws  of  the  state,  any  one  or  all 
of  these  could  procure  prosecution  of  a sur- 
geon performing  sterilization  for  economic 
or  alleged  reasons  of  social  good. 

Perhaps  the  law  will  be  changed.  Birth 
control  is  becoming  legalized.  Forceful  ar- 
guments are  offered  for  sterilization  for  the 
economic  and  social  good.  I have  no  part  in 
the  argument.  But  T do  remind  the  surgeons 
of  Maine  of  their  legal  responsibility  in 
criminal  law  as  it  is  now  written  in  this 
state — and  in  most  states,  in  fact  all,  gener- 
ally speaking.  I advise  against  such  surgery. 

These  remarks  are  made  not  upon  the 
basis  of  knowledge  or  assumption  on  my  part 
that  such  surgery  is  being  performed.  But 
surgeons  have  been  repeatedly  requested  to 
perform  such  surgery  for  economic  or  social 
reasons  and  have  sought  my  advice  on  it. 
Necessarily  such  requests  will  be  expected  to 
continue. 

Liability  for'  acts  of  others.  Denying  the 
rule  in  a few  Western  courts,  our  court 
adopted  in  a case  I tried  within  a few  years 
our  contention  that  the  hospital  and  its  em- 
ployees are  independent  agencies  working  in 
conjunction  with  the  surgeon  and  are  not 
his  “servants  and  agents.”  He  is  not  liable 
for  errors  of  nurse,  anesthetist,  pathologist, 
bacteriologist  or  anybody  else  not  his  em- 
ployee. But  this  does  not  relieve  the  surgeon 
of  a duty  to  take  some  care  that  the  facilities 
offered  him  are  reasonably  satisfactory.  If 
he  knows  or  believes  they  are  not,  he  should 
either  (1)  refuse  to  do  the  surgery  under 
those  circumstances,  or  (2)  secure  the  com- 
plete and  provable  agreement  of  the  patient 
to  the  surgery  then  and  there  and  the  as- 
sumption by  the  patient  of  the  risk.  Such 
circumstance  will  seldom  occur.  And  its  oc- 
currence may  cause  embarrassment  to  the 
surgeon.  But  it  can  occur.  It  has  occurred, 
hence  the  necessity  of  mentioning  this  point. 


Disclosure  of  incomplete  surgery  for  inter- 
pretation of  future  symptoms.  An  attempted 
appendectomy  presented  a mass  of  adhesions 
about  the  caecum  and  it  being  necessary  to 
cease  operating  and  close  the  belly,  the  sur- 
geon uncertain  whether  he  had  secured  ap- 
pendiceal tissue  sent  it  to  a pathologist.  He 
reported  no  appendiceal  tissue.  The  surgeon 
disclosed  good  judgment  in  so  doing.  But 
there  is  a further  and  important  step : dis- 
closure to  the  patient  of  the  incompleteness 
of  the  surgery.  To  permit  him  to  understand 
that  he  has  had  an  appendectomy  would 
likely  result  in  symptoms  otherwise  attribu- 
table to  appendicitis  being  assigned  to  some 
other  cause  in  the  future.  The  patient  might 
fail  thereby  to  have  proper  surgery.  Or  he 
might  be  subjected  to  surgery  not  necessary 
or  required.  Consequently  the  failure  to  dis- 
close in  such  case,  even  though  not  active 
negligence  in  any  way,  would  furnish  a basis 
for  a malpractice  claim. 

Failure  to  disclose  alleged  “poor  end  re- 
sult.” The  surgeon  may  not  accomplish  his 
objective  because  of  circumstances  encoun- 
tered which  he  cannot  control,  and  for  the 
good  of  the  patient,  he  fails  to  disclose  such 
fact  during  convalescence.  The  disappoint- 
ment created  mis’ht  be  very  harmful  to  the 
patient.  But  advise  him  seasonably,  i.  e., 
when  in  your  judgment  the  harm,  if  any  be 
occasioned  the  patient  by  the  disclosure,  is 
overbalanced  by  the  necessity  of  honestly 
advising  him. 

Impress  clearly  upon  the  patient  and  pre- 
serve, if  possible,  proof  of  vitally  important 
advice  given  in  connection  with  post-opera- 
tive symptoms.  A surgeon  attends  a female 
followino-  childbirth  in  a remote  location 

o 

some  distance  from  his  office.  He  is  advised 
that  the  placenta  has  come  away  and  been 
burned.  From  the  description,  it  could  well 
be  placenta,  not  organized  blood  clot.  But  he 
advises  that  if,  after  a certain  period,  hemor- 
rhage occurs,  he  must  be  called  at  once.  It 
does  occur,  he  is  not  informed,  a secondary 
anemia  follows  with  serious  harm  to  patient. 
The  surgeon  is  not  at  fault  but  the  patient 
and  her  family  deny  the  advice  was  given, 
saying  that  had  it  been  given,  they  would,  of 
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course,  have  followed  it.  A letter  from  the 
surgeon  to  that  patient  or  her  family  remind- 
ing them  of  the  advice  given  in  a few  words, 
with  a copy  of  such  letter  kept,  would  relieve 
from  the  very  annoying  situation  which  that 
instance  and  others  like  it  have  produced. 

Sympathetic  ophthalmia  in  the  remaining 
good  eye  may  develop  as  a result  of  failure 
to  remove  the  remains  of  the  damaged  and 
sightless  eye.  The  literature  is  extremely  in- 
sistent in  demanding  that  the  surgeon  im- 
press upon  the  patient  the  importance  of  its 
removal,  and  particularly  the  importance  of 
immediate  notice  to  the  surgeon  in  event  of 
any  disturbance  to  the  remaining  good  eye. 
Because  otherwise  the  tragedy  of  complete 
blindness  occurs. 

Patients  repeatedly  refuse  removal  of  the 
damaged  and  sightless  eye,  usually  do.  The 
general  practice  of  such  refusal  does  not 
excuse  the  necessity  of  the  advice.  In  fact,  it 
makes  more  imperative  the  giving  of  such 
advice.  In  a case  I had,  that  advice  was 
given:  First,  to  remove  the  eye;  refused. 
Second,  to  report  immediately  the  slightest 
disturbance  to  the  remaining  eye.  That  ad- 
vice wasn’t  followed.  Blindness  resulted. 
Patient  or  at  least  his  attorney  denied  the 
advice  was  given.  A short  letter  confirming, 
first,  the  advice  for  removal  and,  second, 
that  the  patient  return  immediately  a dis- 
turbance developed  would  avoid  the  claim. 

Follow-up  after  the  surgery.  Surgeons  are 
called  to  distant  places  by  local  practitioners. 
It  is  impractical,  if  not  impossible,  to  attend 
to  post-operative  care.  What  may  the  sur- 
geon do  ? He  has  the  primary  responsibility 
following  that  surgery  he  has  performed.  He 
must  give,  first,  the  necessary  amount  of  post- 
operative advice,  and  second,  personal  atten- 
tion unless  he  takes  care  that  a truly  qualified 
practitioner  is  giving  that  personal  attention 
in  accordance  with  his  advice.  This  places 
quite  a burden  upon  the  competent  surgeon 
who  must  travel  to  other  sections.  But  it 
must  be  followed  to  a reasonable  degree ; else 
decided  risk  is  incurred  for  the  patient  and, 
consequently,  for  the  surgeon. 

More  so-called  “safe-guards”  could  be 
mentioned.  Time  does  not  permit.  But  I 
petition  you  for  one  more  safe-guard — a safe- 
guard to  your  brother  practitioner : 


Concede  the  propriety  and  the  correctness 
in  technique  of  prior  surgery  until  from  in- 
quiry made  to  the  prior  surgeon  and  a full 
ascertainment  of  all  the  facts,  you  must  con- 
clude otherwise.  You  are  no  more  justified 
in  indicating  by  innuendo  or  otherwise  that 
there  was  probably  something  wrong  with  the 
prior  surgery  than  I would  be  in  giving  my 
client  to  understand  the  advice  or  procedure 
of  another  lawyer  previously  given  or  em- 
ployed was  wrong.  We  don’t  decide  the  case 
until  the  evidence  is  in.  We  can’t  know  what 
we  are  talking  about  until  we  know  all  the 
facts.  In  this  connection,  I do  not  intend  to 
scold  to  a great  degree  or  to  lecture  officiously. 

The  human  trait,  which  leads  one  to  sug- 
gest, perhaps  by  innuendo  alone,  that  had  the 
patient  or  client  consulted  the  particular  doc- 
tor or  lawyer  in  the  first  place,  all  might  have 
been  well,  is  still  with  us.  Guard  against  it. 
Your  fellow  practitioner  is  entitled  to  that 
safe-guard.  Call  him  up.  If  you  are  to  treat 
the  patient,  you  should  have  the  benefit  of  an 
understanding  of  the  previous  history  which 
you  can  obtain  fully  and  adequately  from  no 
other  source.  Incidentally,  you  will  probably 
learn  facts  which  demonstrate  the  propriety 
of  his  treatment. 

If  this  safe-guard  be  followed,  there  will 
be  less  malpractice  cases  in  this  state  and 
elsewhere. 

Again,  I do  not  assert  that  failure  to 
employ  this  safe-guard  is  the  basis  of  all  mal- 
practice claims  or  of  many.  It  is  not  the 
basis  of  so  many  as  it  was  a dozen  years  ago. 
It  furnishes  something  of  a basis  for  some, 
however.  While  it  is  any  part  of  the  prob- 
lem, I cannot  avoid  mentioning  it. 

Conclusion 

You  surgeons  are  interested  in  surgery, 
not  in  legal  disputes.  You  may  well  be  im- 
patient of  many  of  these  safe-guards  I have 
suggested.  You  consider  yourself  a surgeon, 
not  a sleuth  or  a crank  who  fears  every 
patient  is  going  to  sue  him.  But  my  own 
experience  shows  that  every  surgical  opera- 
tion is  a potential  malpractice  case  and  that 
actual  cases  have  demonstrated  some  force  at 
least  to  the  suggestions  I have  offered. 

Hr.  Risley  has  discussed  some  of  the  “pit- 
falls  of  surgery,”  and  your  major  papers  have 
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concerned  safe-guarding  the  patient.  To 
safe-guard  the  surgeon  from  the  pitfalls  I 
have  suggested  and  others  of  similar  sort  will 
safe-guard  the  patient  also. 


Summary 

Claims  of  malpractice  because  of  alleged 
poor  results  or  unfortunate  incidents  con- 
nected with  surgery  have  increased.  The 
following  safe-guards  are  suggested : 

Pre-Operative 

1.  Tests  and  delay  of  surgery,  if  indi- 
cated, with  therapy  meanwhile. 

2.  Further  examination  and  tests  for 
closer  diagnosis. 

3.  X-ray  for  confirmation  of  result  ob- 
tained. 

4.  Provable  consent  to  the  surgery — and 
to  the  particular  surgeon. 

5.  Conservative  prognosis — else  patient’s 
disappointment  results  in  dissatisfaction  and 
claim. 

6.  Search  for  further  injuries  or  pa- 
thology. 

The  Surgery 

1.  Problem  of  foreign  bodies  demands 
careful  technique,  particularly  as  regards: 

(a)  Sponges. 


(b)  Drains  and  tubes. 

(c)  Broken  needles. 

2.  Alleged  “tight”  casts. 

3.  Provable  protection  if  patient  refuses 
the  advised  treatment. 

4.  Confusion  of  liquids — alcohol  and 
anesthesia. 

5.  Sterilization : 

(a)  General  therapeutic  permissible. 

(b)  Also  Feeble-minded  under  Pub. 

Laws  1933,  Ch.  77. 

(c)  For  disinclination  to  bear  more 

children — criminal. 

(d)  For  economic  or  “social”  rea- 

sons, also  criminal. 

6.  Liability  for  errors  of  other  persons  in 
some  instances. 

Post-Operative 

1.  Disclosure  of  incomplete  surgery;  ulti- 
mate disclosure  unsatisfactory  condition 
found  or  inability  to  correct  by  surgery. 

2.  Emphasize  and  retain  proof  of  vitally 
important  advice. 

3.  Duty  to  follow-up  after  surgery. 

Finally,  safe-guard  the  prior  surgeon. 
Don’t  condemn,  even  infer enti ally,  his  treat- 
ment until  you  learn  from  him  the  facts. 


The  whole  character  of  a society  may  be 
conditioned  by  the  nature  of  the  disease  com- 
mon to  it,  and  the  happiness  and  progress  of 
its  people  will  depend  to  no  little  degree  upon 
the  status  of  the  medical  sciences  and  on  the 
extent  to  which  they  are  employed  for  the 
public  good.  Richard  H.  Shyrock,  Public 
Health  Reviews,  Mar.,  1940. 


Regulations  against  expectoration  in  pub- 
lic places  are  not  merely  an  exhortation  to 
good  manners ; they  are  an  expression  of  a 
theory  as  to  the  mode  of  infection  in  pul- 
monary tuberculosis  which  was  held  before 
the  discovery  of  the  bacillus  and  was  the 
common  property  of  all  physicians.  S.  Rood- 
house  Gloyne,  M.  D.,  Tubercle,  Feb.,  1940. 


There  is  no  single  absolutely  reliable  sign 
or  symptom  of  activity  in  tuberculosis.  Its 
determination  must  rest  upon  the  most  care- 
ful and  thorough  consideration  of  all  of  the 
general  and  local  symptoms  and  signs,  to- 
gether with  the  results  of  the  various  labora- 
tory and  clinical  studies.  Miller,  J ames 
Alex.,  N.  Y.  State  Jour,  of  Med.,  Dec.,  1939. 


The  sputum-positive  cases  are  a matter  of 
grave  concern.  They  insist  upon  being  dis- 
charged to  their  families  and  the  commu- 
nity; yet  segregation  is  of  first  importance 
in  controlling  tuberculosis.  By  segregation 
did  our  ancestors  rid  the  country  of  leprosy. 
Welsh  Xat’l  Mem.  Assn.  Report,  Tubercle, 
Xov.,  1939. 


298 


The  Journal  of  the  Maine  Medical  Association 


Pentothal  Sodium  — Its  Field  of  Usefulness* 

By  Linus  J.  Miller,  M.  D.,  Resident  Anesthetist,  and  Ralph  M.  Tovell,  M.  D.,  Attending 
Anesthetist,  Hartford  Hospital,  Hartford,  Connecticut 


The  main  purpose  of  this  paper  is  to  indi- 
cate the  field  of  usefulness  of  sodium  ethyl 
(1 — methylbutyl)  thio-barbituric  acid,  com- 
monly known  as  pentothal  sodium,  the  cri- 
teria being  its  indications  and  contraindica- 
tions. However,  included  will  be  a short 
resume  of  the  history  of  intravenous  anes- 
thesia, as  well  as  some  of  the  more  important 
basic  features  relative  to  the  chemistry,  prep- 
aration, and  administration  of  the  drug. 
Finally,  an  analysis  of  500  cases  collected 
during  the  first  quarter  of  the  present  fiscal 
year  at  Hartford  Hospital  will  be  given  in  an 
attempt  to  show  the  widening  horizon  of  its 
field  of  usefulness. 

For  the  past  six  decades5,  the  intravenous 
route  for  administration  of  an  anesthetic 
agent  has  held  the  interest  of  physicians. 
During  that  interval,  the  method  has  enjoyed 
a fluctuating  degree  of  popularity.  Ore,  in 
1872,  was  the  first  perhaps  to  attempt  employ- 
ment of  this  method,  using  chloralhydrate  as 
the  agent.  Many  other  drugs  have  under- 
gone clinical  trial,  but  it  was  not  until  1929 
when  Zerfas  and  his  collaborators  used  sodi- 
um amytal  that  any  real  interest  in  the 
method  was  developed.  Since  then  progress 
has  been  rapid ; nembutal  was  introduced  in 
1930,  evipal  two  years  later,  and  pentothal  in 
1934.  Other  barbiturates  have  been  tried 
clinically,  but  pentothal  has  proven  to  be 
superior  to  these  for  the  production  of  surgi- 
cal anesthesia ; while  the  longer  acting  de- 
rivatives, sodium  amytal  and  nembutal,  are 
reserved  for  the  control  of  convulsions  and 
disturbed  states. 

Pentothal  is  the  sulphur  homologue  of 
nembutal4.  The  presence  of  the  sulphur  is 
thought  to  account  for  its  rapid  detoxifica- 
tion, thus  explaining  the  rapid  induction  and 
recovery  exhibited  by  patients.  The  powder 
has  been  found  to  remain  stable  in  the  ab- 
sence of  moisture  and  atmospheric  carbon 
dioxide13.  It  dissolves  readily  in  water,  pro- 


ducing a light  lemon  yellow,  strongly  alka- 
line solution2.  It  is  considered  best  not  to  use 
the  solution  if  it  has  been  prepared  for  more 
than  24  hours. 

The  drug  is  capable  of  producing  respira- 
tory depression6,  the  degree  depending  upon 
the  amount  of  the  drug  in  the  circulation,  or 
in  other  words  upon  the  rate  of  its  injection. 
Its  effect  on  the  heart17  is  secondary  to  the 
occurrence  of  anoxemia  which  may  develop 
with  the  depression  of  respiration.  Electro- 
cardiographic tracings  fail  to  show  any 
marked  untoward  effects  on  cardiac  action. 
Blood  pressure  is  decreased  initially,  but 
returns  promptly  to  its  original  value  when 
the  surgical  procedure  is  begun.  Beripheral 
vasodilatation  occurs,  but  the  skin  remains 
dry.  Blood  flow  is  markedly  increased  and 
the  temperature  of  the  skin  of  the  extremities 
is  elevated  from  2°  to  3°  C.  unless  peripheral 
vascular  disease  exists.  With  the  loss  of 
consciousness,  and  when  the  patient  is  in  full 
narcosis,  the  pressure  of  the  cerebral  spinal 
fluid  diminishes  to  approximately  one-half 
its  normal  level ; but  return  to  normal  is 
rapid  as  the  patient  regains  consciousness.7 

It  is  thought  that  the  drug  is  rapidly  de- 
stroyed within  the  liver,  since  none  is  recov- 
ered as  such  in  the  excreta.  The  products  of5 
decomposition  are  excreted  by  the  kidneys 
and  the  process  of  destruction  and  elimina- 
tion is  not  associated  with  apparent  damag- 
ing effect  on  either  the  liver  or  the  kidneys 
of  humans18.  An  elevation  of  the  level  for 
blood  sugar  occurs  and  this  reaction  is  more 
marked  in  the  diabetic  patient,  and  the  re- 
turn to  normal  is  retarded9.  The  essential 
feature  is  the  destruction  of  the  drug  within 
the  liver.  The  return  to  consciousness  by  pa- 
tients with  complete  urinary  suppression  will 
be  rapid  provided  their  hepatic  function  is 
normal.  As  is  typical  of  other  barbiturates, 
with  the  administration  of  pentothal  there  is 
an  associated  engorgement  of  the  spleen, 


* Presented  by  Dr.  Tovell  at  the  Anesthia  Conference  at  the  88th  Annual  Session  of  the  Maine  Medical 
Association  at  Rangeley  Lakes,  Maine,  June  24,  1940. 
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which  in  turn  causes  a dilution  of  the  blood15. 
This  reaction  is  directly  in  contradistinction 
to  the  effect  produced  by  ether.  As  is  true  of 
other  barbiturates,  when  pentothal  is  given 
in  overdosage,  it  is  prone  to  produce  edema 
of  the  lungs.  When  the  drug  is  administered 
in  therapeutic  amounts,  depression  of  the 
respiratory  center  is  negligible ; but  when  it 
is  given  in  excessive  doses,  respiration  fails 
before  the  cardiac  center  is  paralysed,  thus 
affording  one  time  to  institute  artificial 
respiration. 

The  administration  of  atropine  prior  to 
pentothal  is  imperative  in  order  to  minimize 
the  likelihood  of  production  of  excessive  se- 
cretion or  pulmonary  edema.  Our  usual 
method  is  to  prescribe  morphine,  but  it  is 
given  in  decreased  dosages  as  compared  to 
those  prescribed  preliminary  to  inhalation 
anesthesia.  We  regard  morphine  sulphate 
1/6  grain  (0.01  gm.)  as  the  maximal  dose 
to  be  given  one  hour  prior  to  operation.  For 
those  patients  requiring  sedation,  a good 
night’s  rest  can  be  assured  by  administering 
nembutal  one  and  one-half  or  three  grains 
(0.1  to  0.2  gm.)  at  9 P.  M. ; an  hour  before 
operation  the  dose  may  be  repeated.  If  larger 
doses  of  barbiturates  are  to  be  given  orally, 
it  is  well  to  increase  the  interval  between 
administration  and  time  of  operation.  In 
order  to  avoid  having  the  patient  arrive  in 
the  operating  room  with  a lowered  blood 
pressure,  nembutal  may  be  given  two  hours 
preoperatively.  For  short  operative  proce- 
dures, preliminary  medication,  except  the 
atropine,  may  be  omitted ; but  it  is  generally 
conceded  that  for  long  operative  procedures, 
the  administration  of  adequate  preliminary 
medication  will  reduce  the  amount  of  pento- 
thal which  otherwise  would  be  required  and 
the  likelihood  that  respiratory  depression 
will  occur  is  remote12,  provided  due  care  is 
taken  to  limit  the  rate  and  the  amount  of 
pentothal  sodium  administered  for  the  pro- 
duction of  anesthesia. 

In  clinical  use  the  concentration  of  the 
drug  in  solution  may  be  either  5%  or  2.5%. 
One  gram  of  the  powder  may  be  dissolved  in 
20  cc.  of  sterile  distilled  water,  or  in  40  cc., 
as  the  case  may  be.  The  most  commonly  used 
point  of  injection  is  the  median  basilic  or  the 
cephalic  vein  in  the  anticubital  fossa.  Veins 


at  the  ankle  may  be  used  but  particular  care 
should  be  taken  to  prevent  stagnation  in 
varicosities,  otherwise  release  of  a sufficiently 
large  amount  of  the  drug  into  the  circulation 
within  a short  interval  might  produce  a toxic 
reaction0.  From  2 to  4 cc.  of  a 5%  solution 
are  injected  in  approximately  15  to  45  sec- 
onds, and  during  this  interval  the  patient  is 
encouraged  to  count  or  to  talk.  Onset  of 
anesthesia  is  marked  by  slurring  speech,  de- 
pressed respiration,  a sigh  or  a yawn,  fol- 
lowed by  loss  of  conjunctival  reflex.  Patients 
report  that  induction  of  anesthesia  is  pleas- 
ant. This  process  requires  from  20  to  30 
seconds.  The  needle  is  kept  within  the  vein 
thruout  the  operation,  and  from  time  to  time 
1 or  2 cc.  are  injected  as  the  signs  of  anes- 
thesia indicate.  By  this  fractional  method  of 
dosage,  the  controllability  of  the  drug  ap- 
proximates that  of  an  anesthetic  agent  given 
by  inhalation.  The  most  reliable  sign  of  in- 
duction of  anesthesia  is  the  character  of 
respiration.  During  light  anesthesia,  the  res- 
piratory excursions  are  full ; whereas,  in 
deep  anesthesia  the  respirations  become  shal- 
low.12 A significant  sign  of  depth  of  nar- 
cosis, and  perhaps  the  best  for  use  in  judging 
completion  of  induction,  is  the  degree  of  re- 
laxation of  the  jaw.  At  all  times  these  signs 
are  subject  to  swift  change  associated  with 
the  rapid  destruction  of  the  drug. 

Recovery  is  usually  rapid  and  is  not  at- 
tended by  restlessness  or  excitement.  The 
rapidity  of  recovery  depends  to  a great  extent 
upon  the  degree  of  basal  narcosis  produced 
by  the  administration  of  nembutal.  The 
patient  awakens  as  from  a refreshing  sleep, 
and  usually  nausea  is  not  experienced.  A 
short  period  of  inebriation  may  be  mani- 
fested. An  ambulatory  patient  should  be  re- 
quired to  rest  from  one  to  two  hours  after  a 
minor  operation;  and  upon  leaving  the  hos- 
pital, he  should  be  attended  by  some  respon- 
sible person,  irrespective  of  the  fact  that  the 
patient  may  to  all  intents  and  purposes  ap- 
pear completely  lucid. 

There  are  some  patients  who  display  cer- 
tain reactions,  such  as  tremors,  sneezing, 
coughing,  and  hiccoughing.  These  manifes- 
tations are  seen  infrequently  and  they  usu- 
ally can  be  eliminated  by  temporarily  with- 
holding further  injection  of  the  drug.  They 


300 


The  Journal  of  the  Maine  Medical  Association 


occur  less  frequently  after  atropine  lias  been 
administered  as  a part  of  the  preliminary 
medication.  If  these  signs  of  untoward  re- 
action persist,  one  should  discontinue  the  use 
of  pentothal  and  turn  to  some  other  agent  and 
method  of  administration. 

The  cardinal  signs  of  overdosage  are  im- 
perceptible respirations  followed  by  cessation 
of  respiratory  activity  and  accompanied  by 
the  development  of  cyanosis.14  The  pulse 
usually  remains  adequate  and  regular  until 
asphyxia  has  occurred.  The  administration 
of  oxygen  under  slight  positive  pressure 
offers  the  best  line  of  treatment,  provided  an 
adequate  airway  has  been  established.  If  nec- 
essary, endotrachial  intubation  should  be 
done.  Respiratory  stimulants  such  as  cora- 
mine,  metrazol,  or  picrotoxin  may  be  admin- 
istered. 

The  one  specific  contraindication  to  the 
use  of  pentothal  is  the  presence  of  hepatic 
disease  since,  as  previously  stated,  the  liver 
is  the  important  center  for  detoxification  of 
this  drug.  Likewise,  those  patients  who  are  ^ 
severely  toxic  or  suffer  from  systemic  debili- 
tating disease  are  not  considered  to  be  candi- 
dates for  this  anesthetic  because  of  the  prob- 
able presence  of  coexisting  hepatic  insuffi- 
ciency. If  pentothal  be  given  inadvertently 
to  a patient  suffering  from  hepatic  damage, 
narcosis  is  usually  prolonged.  Patients  with 
poorly  functioning  kidneys  may  be  given 
pentothal,  but  extreme  care  in  its  administra- 
tion should  be  employed  and  large  doses 
should  be  avoided.  Two  patients  in  our  series 
have  been  of  interest  in  this  regard.  The  first 
patient  had  considerable  hepatic  dysfunction, 
and  he  was  given  pentothal,  inadvertently, 
for  extraction  of  teeth.  During  the  surgical 
procedure,  pentothal  was  administered  with- 
out untoward  effect.  Several  hours  elapsed 
before  this  patient  regained  consciousness 
and  he  remained  in  a semicomatose  condition 
for  48  hours.  He  eventually  recovered  com- 
pletely. The  second  patient  was  suffering 
from  complete  urinary  suppression.  He  was 
given  pentothal  to  permit  a diagnostic  cys- 
toscopy. Although  a moderate  dose  was  em- 
ployed, he  had  regained  consciousness  com- 
pletely within  20  minutes  after  cessation  of 
administration  of  the  drug.  It  would  there- 


fore seem  that  hepatic  dysfunction  is  the  pri- 
mary contraindication  to  its  use. 

Children  under  12  years  of  age  do  not  usu- 
ally tolerate  the  intravenous  administration 
of  a barbiturate  well  because  of  hypersuscep- 
tibility to  respiratory  depression.  Venupunc- 
ture  is  frequently  difficult  because  of  their 
small  veins.  Maintenance  of  a clear  airway 
is  also  difficult.  Patients  suffering  from 
respiratory  embarrassment  due  to  cardiac 
decompensation,  bronchiectasis,  advanced 
pulmonary  tuberculosis,  asthma,  or  em- 
physema should  be  administered  anesthetic 
agents  other  than  pentothal.  For  patients 
with  tumors  or  inflammatory  disease,  involv- 
ing the  lateral  structures  of  the  neck,  pento- 
thal is  contraindicated  if  there  is  any  sign 
of  encroachment  on  the  patency  of  the 
trachea,  In  our  series,  we  have  attempted  to 
rigidly  enforce  consideration  of  these  con- 
traindications and  in  all  instances  have  em- 
ployed other  anesthetic  agents. 

There  are  other  contraindications  to  the 
use  of  pentothal,  but  they  vary  in  degree. 
They  should  apply  for  anesthetists  who  are 
not  experienced  in  its  use.  We  refer  to  such 
conditions  as  anemia,  shock,  disability  asso- 
ciated with  old  age  and  certain  operative 
procedures.  Serious  trouble  may  be  encoun- 
tered if  pentothal  be  administered  to  a pa- 
tient with  anemia  due  to  his  increased 
susceptibility  to  anoxemia.  Aged  patients 
tolerate  barbiturates  poorly  and  pulmonary 
edema  is  likely  to  occur  with  the  slightest 
overdosage.  However,  these  conditions  can 
be  delicately  evaluated  by  the  experienced 
anesthetist ; and  therefore,  these  contraindica- 
tions may  be  considered  as  elastic.  Because, 
following  the  administration  of  pentothal, 
pharyngeal  reflexes  are  incompletely  abol- 
ished11, this  agent  has  been,  in  our  experi- 
ence, unsatisfactory  for  tonsillectomy,  bron- 
choscopy, or  esopliagoscopy.  In  our  opinion, 
pentothal  is  not  a satisfactory  agent  for  the 
production  of  anesthesia  where  an  intra- 
abdominal  surgical  procedure  is  contem- 
plated. The  dose  is  necessarily  large  and  the 
relaxation  which  it  affords  is  inadequate. 
However,  when  it  is  used  as  a supplementary 
agent  to  spinal  anesthesia  or  regional  block, 
it  offers  possibility  for  enthusiastic  accept- 
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ance.  Our  series  of  patients  for  whom  these 
combinations  have  been  employed  are  small 
but  the  results  have  been  encouraging. 

Pentothal  has  three  distinct  fields  of  use- 
fulness : 1.  As  a therapeutic  aid.  2.  As  a 
diagnostic  aid.  3.  As  an  anesthetic  agent. 
We  will  consider  them  in  this  order.  For  the 
immediate  relief  of  convulsions,  it  has  been 
found  to  be  a reliable  agent.0  Usually  it  will 
suffice  in  those  cases  where  the  convulsions 
are  due  to  overdosage  of  cocaine,  novocaine, 
or  strychnine.  For  those  patients  suffering 
from  tetanus  and  eclampsia,  its  continued 
use  is  not  advocated.  It  may  be  used  ini- 
tially, but  the  treatment  should  be  continued 
with  the  longer  acting  derivatives  of  the  bar- 
bituric acid  series  or  some  other  agent.  In 
the  field  of  psychotherapy,  it  has  been  used 
successfully  to  aid  in  the  correction  of  certain 
mental  disturbances.8  The  dosage  employed 
is  minimal  and  the  patient  is  prevented  from 
falling  asleep  by  repeated  questioning.  Hy- 
sterical aphonia  and  paralysis  have  been  re- 
lieved by  this  method.  Mental  suggestion 
during  the  period  of  light  narcosis  may  be 
sufficient  but  stimulation  with  a faradic  cur- 
rent may  add  to  the  effectiveness  of  the 
treatment. 

The  administration  of  pentothal  may  be  of 
definite  value  as  a prognostic  procedure  prior 
to  neurosurgical  intervention  for  the  relief 
of  symptoms  of  Raynaud’s  Disease  or  essen- 
tial hypertension.1  In  the  former  instance, 
if  under  the  influence  of  full  narcosis,  the 
temperature  of  the  surface  of  the  fingers  fail 
to  reach  a maximum  of  35°  C.,  it  is  unlikely 
that  surgical  intervention  could  offer  a com- 
plete cure.  In  the  latter  condition,  the  ad- 
visability of  operation  can  be  satisfactorily 
determined.  Usually  after  a day  of  rest  in 
bed,  the  patient  is  narcotized  with  pentothal. 
The  temperature  of  the  toes  and  the  patient’s 
blood  pressure  are  recorded  every  two  min- 
utes. The  maximal  temperature  is  usually 
reached  in  about  15  minutes,  and  after  15  cc. 
of  a 5%  solution  has  been  injected.  The 
lowest  point  to  which  the  blood  pressure  falls 
with  a dose  sufficient  to  raise  the  temperature 
of  the  extremity  to  a maximum  corresponds 
fairly  well  in  most  instances  with  the  level  of 
blood  pressure  which  will  obtain  following 
neurosurgical  intervention. 


For  an  operative  procedure  requiring  less 
than  half  an  hour3,  and  in  which  relaxation 
is  not  a prime  requisite,  pentothal  sodium 
may  be  employed.  This  more  or  less  limits 
its  use  to  the  field  of  minor  surgical  proce- 
dures. However,  the  drug  may  be  employed 
for  the  induction  of  anesthesia  preliminary 
to  the  administration  of  agents  by  inhalation. 
This  method  is  particularly  applicable  for 
patients  about  to  undergo  thyroidectomy.  It 
may  thus  be  used  to  replace  the  administra- 
tion of  tribromethyl  alcohol  (avertin)  in  the 
patient’s  room.  By  using  pentothal  where  the 
operative  procedure  involves  use  of  a caut- 
ery, the  hazard  of  explosion  can  be  elimi- 
nated. 

Table  1 indicates  the  extent  to  which  this 
drug  is  employed  at  Hartford  Hospital.  This 
series  of  cases  was  collected  during  the  first 
quarter  of  the  fiscal  year  beginning  October 
1,  1939.  An  evaluation  of  the  series  reveals 
that  it  merely  confirms  results  reported  in 
former  larger  series.  It  may  be  well  to  note, 
however,  that  there  has  been  a marked  in- 
crease in  the  use  of  the  drug  for  operative 
procedures  involving  the  anus.  For  hemor- 
rhoidectomy, the  patient  is  placed  in  the 
prone  position  with  the  table  broken.  Main- 
tenance of  a clear  airway  has  been  found  to 
be  comparatively  easy.  Relaxation  of  the 
anal  sphincter  is  adequate.  Pentothal  is  in- 
creasing in  popularity  for  surgical  proce- 
dures involving  the  walls  of  the  thoracic  cage 
having  been  found  satisfactory  for  resection 
of  a rib  and  drainage  of  an  empyemic  cavity. 
Oxygen  is  administered  thruout  this  latter 
procedure.  It  has  been  used  with  satisfaction 
for  simple  mastectomy.  The  drug  is  freely 
used  for  the  production  of  anesthesia  for  the 
extraction  of  teeth.  Regional  anesthesia  is 
employed  where  the  patient’s  condition  con- 
traindicates the  use  of  pentothal,  and  nitrous 
oxide  and  oxygen  are  administered  to  chil- 
dren. In  the  field  of  gynecology  and  ortho- 
pedics, pentothal  still  continues  to  be  popu- 
lar. Its  use  is  limited  and  inhalation  with 
cyclopropane  and  oxygen  is  preferred,  if  the 
patient’s  hemoglobin  is  low  or  if  excessive 
hemorrhage  has  recently  occurred  or  is  likely 
to  occur  at  the  time  of  the  operative  proce- 
dure. When  pentothal  is  employed  in  the 
presence  of  a lowered  hemoglobin,  oxygen  is 
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administered  tlirnout  the  procedure.  Pento- 
thal  is  not  used  as  frequently  as  formerly  for 
cystostomies  and  cystoscopies.  In  the  former 
instance  it  has  been  found  more  expedient  to 
carry  out  the  procedure  following  an  abdom- 
inal block  and  in  the  latter  instance,  nitrous 
oxide  is  being  substituted  in  order  that  the 
patient  may  better  cooperate  in  breath  hold- 
ing while  radiographic  exposures  are  being 
made.  There  is  evidence  of  a definite  trend 
toward  the  increasing  use  of  pentothal  as  a 
supplemental  agent  to  spinal  and  block  anes- 
thesia.16 For  surgical  procedures  involving 
structures  within  the  lower  abdomen  where 
relaxation  is  of  prime  importance,  we  have  in 
the  past  three  or  four  months  been  using  the 
combination  of  spinal  anesthesia  reaching  to 
the  tenth  dorsal  region  supplemented  by  the 
administration  of  pentothal  intravenously. 
The  intravenous  administration  may  be  with- 
held until  the  inadequacy  of  the  spinal  anes- 
thesia makes  itself  apparent,  or  the  adminis- 
tration may  be  started  prior  to  the  incision 
and  continued  thruout  the  operation.  For 
these  purposes  minimal  amounts  of  pentothal 
are  required.  For  surgical  procedures  involv- 
ing structures  within  the  upper  abdomen,  a 
similar  technique  is  employed,  following  the 
establishment  of  an  abdominal  block.  The 
advantages  of  this  combined  technique  are 
evident — by  employing  the  spinal,  maximal 
relaxation  is  obtainable,  but  because  it  is  sup- 
plemented by  the  pentothal,  minimal  doses 
may  be  given,  and  lower  levels  need  not  be 
exceeded.  Also  nausea  and  vomiting  is  bet- 
ter controlled.  When  this  combined  method 
is  employed  it  is  noteworthy  that  the  reduc- 
tion in  blood  pressure  is  not  materially 
greater  than  when  spinal  anesthesia  is  em- 
ployed alone.  Intravenous  anesthesia  may  be 
employed  with  satisfaction  during  the  in- 
jection of  air  or  oxygen  as  a contrast  medium 
for  encephelography  or  for  exploration  of  a 
cerebral  or  cerebellar  tumor.  Regional  anes- 
thesia may  be  established  first  and  supple- 
mented with  the  administration  of  pentothal 
sodium  when  it  is  required.  In  our  relatively 
small  series,  we  have  been  so  well  gratified 
with  results  that  the  series  will  in  all  likeli- 
hood be  extended. 

It  may  be  noted  in  Table  2 that  the  major- 


ity of  patients  are  between  20  and  10  years 
of  age.  The  youngest  patient  was  11  years 
of  age  and  the  oldest  was  89.  Table  3 indi- 
cates that  the  duration  of  anesthesia  for  over 
50%  of  the  patients  was  less  than  one-half 
hour.  In  this  particular  series  the  shortest 
anesthesia  was  three  minutes  and  the  longest 
was  67  minutes.  Table  4 indicates  that  in 
over  80%  of  instances,  less  than  20  cc.  of  a 
5%  solution  of  pentothal  was  employed.  It 
is  seldom  that  a dose  of  30  cc.  of  the  5% 
solution  is  exceeded.  Table  5 indicates  that 
if  patients  are  properly  selected  and  if  the 
agent  is  administered  with  proper  safeguard, 
satisfactory  results  may  be  obtained  in  a high 
percentage  of  cases.  In  the  group  classed  as 
unsatisfactory,  incomplete  relaxation  involv- 
ing muscles  adjacent  to  the  operative  area,  or 
of  muscles  of  the  jaw  or  larynx,  was  evident. 
Cyanosis  occurred  as  a secondary  reaction  to 
this  primary  one.  Coughing  and  struggling 
during  induction  may  be  noted  on  occasion. 
In  one  instance  mild  generalized  twitching 
complicated  the  situation.  Vomiting  during 
induction  was  noted  only  once. 

Summary 

The  field  of  usefulness  of  pentothal  sodium 
seems  to  be  expanding  and  justifiably  so. 
The  contraindications  to  administration  of 
the  drug  are  specific  and  patients  should  be 
carefully  selected.  An  efficient  airway 
should  be  maintained  thruout  the  administra- 
tion. One  should  always  be  prepared  to  ad- 
minister oxygen  if  necessary.  It  is  seldom 
that  one  should  exceed  a maximal  dose  of 
one  gram.  With  this  agent  and  method  of 
administration,  satisfactory  results  have  been 
produced.  ISTo  operative  fatalities  occurred. 
In  view  of  its  apparent  effectiveness  and 
safety,  inclusion  of  this  agent  in  our  arma- 
mentarium is  justified.  It  seems  reasonable 
to  hope  that  further  extension  of  adminis- 
tration among  groups  of  patients  now  receiv- 
ing inflammable  anesthetic  agents  will  occur. 
The  agent  is  a potent  one  and  should  be  ad- 
ministered by  an  anesthetist  competent  to 
control  all  situations  that  are  likely  to  occur 
during  the  administration  of  any  general 
anesthetic  agent. 
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Table  I 

Various  Operations  Under  Pentothal 
Anesthesia 


Dental 

Exodontiae  169 

Impression  1 

Wiring  of  Jaw 3 

Exodontia  & I.  & D 2 

Red.  Frac.  Mandible 1 

Exodontia  & Appl.  Splint  1 


Total  

Surgical 

I.  & D 

Anal  Surgery*  

Suturing  

Exc.  Carbuncle  

Exc.  Pilonidal  Sinus  

Expl.  Chest  Cavity  

Dressing  Burns  

Amp.  Finger  

Removal  of  1ST  ail  

Exc.  Xaevus  

Exc.  Xaevus  & Seb.  Cyst 

F.  & C.  Verrucae  Hands  & Feet 

Exc.  1ST  eurofibroma  

Exc.  Cyst  Breast  

Exc.  Lymph  Xode  Heck  

Exc.  Exostosis  

Exc.  Epulis  J aw  

Exc.  Scars  Heck  

Removal  Foreign  Body  

Biopsy  

Amp.  Toe 

Open  Thoracotomy  


177 


47 

40 

5 

5 
3 
3 

0 

6 

2 

2 

2 

2 

1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 


Total  125 

C rimecoloqical 

D.  & C 32 

E.  R.  S 30 

D.  k C.  and  Ins.  Radium  13 

Conization  of  Cervix  10 

D.  & C.  Exc.  of  Cx.  Polyp  5 

Thera.  Abortion  4 

Exc.  Bartholin  Cyst  3 

D.  k C.,  Coniz.  Cx.,  Post.  Colpor 2 

Dilatation  Vagina  2 

Ins.  Radium  1 

D.  k C.,  Trachelorrhaphy  1 

P.  V.  P .' 1 


I.  & D.  Labium  1 

Pelvic  Exam 1 


Total  106 

Urological 

Cystoscopy  k X-rav 60 

Cystoscopy  k Fulguration 5 

Dilatation  of  Stricture 3 

Transurethral  Resection  3 

Cystoscopy  <k  Removal  Calculus  2 

I.  D.  Periureteral  Abscess  1 

Biopsy  k Fulguration  1 

Fulguration  Venereal  Warts  1 

I.  & D 1 


Total  77 

Orthopedics 

I.  & D 5 

Reduction  of  Fracture  2 

I.  k D.  and  Sequestrectomy  1 

Exc.  Subacromial  Bursa  1 

Transection  Tensor  Fascia  Femoris 1 


Total  10 

Supplemental 

To  Spinal 4 

To  Abdominal  Block  1 


Total  5 

Grand  Total  500 

Table  II 
Age  Grouping 

Under  15  7 

15-20  20 

20-30  106 

30-40  101 

40-50  96 

50-60  82 

60-70  33 

70-80  15 

80-90  4 

Mi  sc 11 


Total  475 

Youngest  11  years 

Oldest  89  years 


* Hemorrhoidectomies,  Fissures,  Fistulae,  Proc- 
toscopies, Ale.  Inj. 
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Table  III 


Duration  of  Anesthesia 


2-10  minutes  

134 

10-20  minutes  

207 

20-30  minutes  

95 

30-40  minutes  

22 

40-50  minutes  

7 

50-60  minutes  

7 

60-70  minutes  

2 

Misc 

26 

Total  

500 

Shortest 

Longest 

67  minutes 

Table  IV 

Amount  of  Pentothal  5%  Solution 


c.  c. 

2-20  449 

20-30  29 

30-40  5 

40-60  2 

Misc 15 


Total  . 500 

Smallest  amount  2 c.  c. 

Largest  amount 60  c.  c. 

Table  V 
Results 

Satisfactory  487  97.4% 

Unsatisfactory  13  2.6% 

Analysis  of  Unsatisfactory  Cases 

Rigidity  3 

Depressed  Respiration  with  Cyanosis  ....  2 

Cyanosis  1 

Cyanosis  with  Phonation  1 

Spasm  of  J aw  with  Coughing  and 

Cyanosis  1 

Laryngospasm  with  mucous  and  Cyano- 
sis   1 

Struggling  during  Induction  1 

Mild  Generalized  Twitchings  1 

Coughing  1 

Vomiting  during  Induction  1 


Total  13 
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The  Disturbed  Physiology  of  Respiration  as  a Criterion  in  the 

Choice  of  Anesthesia * 

By  Meyer  Sakead,  M.  D.,  Providence.  E.  I. 


By  the  term,  Eespiration,  we  mean  the 
receipt  of,  the  delivery  to,  and  the  utilization 
by  the  tissue  cell  of  oxygen.  The  state  of 
diminished  oxygen  delivery  or  oxygen  utili- 
zation by  tissue  is  termed  Anoxia.  Anes- 
thesia may  interfere  with  the  control,  me- 
chanics and  function  of  respiration  and  thus 
produce  anoxia. 

The  hypoxic  state  resulting  from  a de- 
creased oxygen  intake  is  termed  Anoxic 
Anoxia.  The  hypoxia  caused  by  a delayed 
delivery  of  oxygen  by  the  red  blood  cells  to 
tissue  because  of  a slowed  blood  stream  is 
called  Stagnant  Anoxia.  The  decreased  oxy- 
gen tension  in  tissue  occasioned  by  an  insuffi- 
cient number  or  poor  carrying  capacity  of 
the  red  blood  cells  is  known  as  Anemic 
Anoxia.  The  inability  of  a tissue  cell  to 
utilize  oxygen  and  thus  suffer  from  oxygen 
want  is  named  Histotoxic  Anoxia. 

In  choosing  the  anesthesia,  the  anesthetist 
is  confronted  with  not  only  the  hypoxia 
which  may  be  caused  by  the  anesthesia,  but 
also  by  an  unsatisfied  oxygen  demand  in  the 
patient  who  comes  to  surgery.  He  must  also 
be  concerned  with  a reduced  oxygen  delivery 
to  tissue  that  may  be  occasioned  by  the  con- 
templated surgery. 

Preoperative : The  patient  may  be  suffer- 
ing from  oxygen  want.  Anoxic  anoxia  may 
be  present  due  to  a diminution  in  alveolar 
ventilation.  Some  of  the  disease  conditions 
which  may  be  responsible  for  this  are  pul- 
monary tuberculosis,  pneumonia,  pleural 
effusion,  pneumothorax  and  atelectasis.  A 
cause  for  the  decrease  in  the  passage  of  oxy- 
gen through  the  alveolar  membrane  and  thus 
the  production  of  anoxic  anoxia  is  the  dis- 
turbed dynamics  of  respiration  caused  by 
such  conditions  as  emphysema,  pleurocutane- 
ous  fistula,  bronchopleural  fistula  and  paraly- 
sis of  the  diaphragm  as  the  result  of  phreni- 
cectomy.  Kespiratory  obstruction  may  be 


present  due  to  a foreign  body  in  the  tracheo- 
bronchial tree  or  tracheal  compression  as  bv 
a substernal  thyroid,  phlegmon  of  the  neck 
or  hemorrhage  into  the  tissues  of  the  neck. 
Stagnant  anoxia  may  be  present  because  of  a 
poor  delivery  of  oxygen  due  to  shock  or 
cardiovascular  disease.  A low  hemoglobin 
level  as  in  hemorrhage  or  the  decreased  abil- 
ity of  red  blood  cells  to  carry  oxygen  due  to 
the  presence  of  fixed  hemoglobin  may  be  re- 
sponsible for  anemic  anoxia.  The  high  blood 
levels  of  such  drugs  as  sulfanilamide  and 
sulfapyridine  may  well  be  suspected  of  being 
responsible  for  this  latter  state.  When,  as  the 
result  of  disease,  the  tissue  cells  are  unable  to 
properly  handle  oxygen  histotoxic  anoxia  is 
present. 

Anesthesia  and  Premedication:  As  previ- 
ously stated  anesthesia  may  be  responsible 
for  hypoxia  in  the  patient.  This  is  indeed 
true  also  of  premedication.  The  drugs  used 
for  anesthesia  and  premedication  are  with 
the  exception  of  scopolamine  respiratory  de- 
pressants and  thus  may  cause  anoxic  anoxia. 
Spinal  anesthesia  is  often  associated  with 
some  degree  of  intercostal  paralysis.  Anes- 
thetic agents  as  nitrous  oxide  and  ethylene 
are  ordinarily  administered  with  a minimum 
of  oxygen  and  may  thus  be  responsible  for 
oxygen  want.  An  unsatisfactory  tidal  ex- 
change may  be  caused  by  respiratory  obstruc- 
tion. With  the  loss  in  muscle  tone  incident 
to  general  anesthesia  pharyngeal  obstruction 
is  by  no  means  uncommon.  Even  slight  de- 
grees of  pharyngeal  obstruction  to  respira- 
tion, often  unrecognized,  are  sufficient  to 
interfere  definitely  with  proper  oxygenation. 
Irritating  agents  as  ether  or  the  presence  of 
mucous,  blood  or  vomitus  may  cause  laryngo- 
spasm  and  interfere  with  the  ingress  of  a 
satisfactory  oxygen  atmosphere. 

The  low  blood  pressure  state  of  spinal 
anesthesia  may  be  responsible  for  the  produc- 


* Presented  at  the  Anesthesia  Conference,  at  the  88th  Annual  Session  of  the  Maine  Medical  Associa- 
tion, Rangeley  Lakes,  Maine,  June  24,  1940. 
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tion  of  stagnant  anoxia.  If  associated  with 
intercostal  paralysis  the  deficient  oxygen  sup- 
ply to  tissue  may  be  severe.  Intravenous  bar- 
biturates and  tribrometbanol  are  not  entirely 
free  from  occasionally  causing  low  blood 
pressure  states.  Here,  too,  if  associated  with 
respiratory  depression,  tissues  may  suffer 
from  lack  of  oxygen.  The  interference  with 
cellular  metabolism  by  anesthetic  drugs  and 
thus  the  production  of  histotoxic  anoxia  is 
very  likely.  Until  such  time  as  studies  in 
this  direction  are  made  it  is  wise  to  consider 
such  a possibility.  Hot  only  must  the  anes- 
thetist not  interfere  with  the  delivery  of  oxy- 
gen to  tissue  but  he  must  limit  wherever  he 
can  the  degree  of  drug  saturation  of  tissue 
cells  by  the  anesthetic  agent. 

An  important  and  too  often  overlooked 
fact  is  that  patients  are  often  subjected  to 
acute  anoxia  by  surgery.  This  period  of 
stress  of  surgery  plus  oxygen  want  may  not 
only  cause  immediate  damage  but  may  play 
an  important  role  in  delaying  recovery. 
Tracheal  manipulation  during  the  course  of 
a thyroidectomy  or  injury  to  the  recurrent 
laryngeal  nerves  may  interfere  with  free 
respiration.  The  spilling  into  a bronchus  of 
pus  from  an  abscess  cavity  or  bleeding  into 
the  tracheobronchial  tree  limits  the  amount 
of  available  oxygen  to  the  alveoli.  The  dy- 
namics of  respiration  may  be  severely  inter- 
fered with  during  open  chest  surgery  by  the 
created  pneumothorax  and  a possibly  conse- 
quent fluttering  mediastinum.  Because  of 
this  respiratory  efforts  on  the  part  of  the 
patient  may  not  result  in  a satisfactory  tidal 
exchange. 

The  posture  of  a patient  on  the  operating 
table  may  greater  hinder  proper  oxygenation. 
Patients  being  operated  upon  for  chest  sur- 
gery are  forced  to  breathe  with  the  healthy 
dependent  lung  compressed  by  the  lateral 
position.  Further  chest  expansion  is  limited 
by  the  presence  of  a pad  under  the  thorax. 
The  upper  arm  lies  often  unsupported  over 
the  side  of  the  table,  compressing  the  chest 
still  further.  Downward  traction  of  the 
scapula  during  upper  thoracoplastic  proce- 
dures further  limits  the  lower  lung  from 
expanding. 

The  patient  lying  in  prone  position  for 
operations  upon  the  spine  is  severely  handi- 


capped. The  respiration  of  an  obese  patient 
in  Trendelenburg  position  is  similarly  inter- 
fered with. 

The  operating  surgeon  bv  manipulation 
may  initiate  reflexes  which  may  result  either 
in  cessation  of,  or  obstruction  to  respiration. 
The  initiation  of  the  carotid  sinus  reflex  fiv 
operative  procedures  in  the  neck  may  result 
in  sudden  respiratory  depression.  Reflexes 
by  rectal  or  upper  abdominal  manipulation 
may  cause  respiratory  obstruction  by  cord 
adduction.  Operative  manipulation  may  be 
so  great  as  to  cause  shock.  This  disturbed 
cardiovascular  state  because  of  the  associated 
low  blood  pressure  delays  the  delivery  of  oxy- 
gen to  tissue.  Hemorrhage  may  be  suffi- 
ciently severe  so  as  to  reduce  the  number  of 
red  blood  cells.  A marked  diminution  of  red 
blood  cells  reduces  the  number  of  oxygen- 
carrying bodies.  A reduction  in  oxygen- 
carrying bodies  is  followed  by  a decreased 
oxygen  supply  to  tissue. 

The  anesthetist  should  be  familiar  with 
all  the  foregoing  disturbed  physiologic  states 
of  respiration.  It  is  his  duty  to  search  for 
and  recognize  in  the  patient  abnormal  res- 
piratory conditions  which  may  influence  him 
in  his  choice  of  anesthesia.  He  must  be  fully 
conscious  of  the  alterations  in  respiratory 
phenomena  which  anesthesia  may  occasion. 
He  should  be  fully  familiar  with  the  pro- 
posed surgical  procedure  and  the  alterations 
in  oxygen  supply  to  tissue  which  are  likely  to 
occur. 

The  anesthetist  should  choose  the  anes- 
thetic agent  and  method  which  will  not  fur- 
ther interfere  with  deviations  from  normal 
which  already  exist  in  the  patient.  The  anes- 
thesia should  not  subject  the  patient  to  oxy- 
gen want  regardless  of  the  preoperative 
physical  state  of  the  patient.  When  the  pos- 
sible alterations  of  respiration  are  recognized 
beforehand  they  can  be  compensated  for  by 
the  anesthesia. 

In  the  presence  of  a hypoxic  state  due  to 
respiratory  depression,  respiratory  depres- 
sants as  morphine,  barbiturates,  tribrom- 
ethanol  and  high  spinal  anesthesia  are  contra- 
indicated. Regional,  spinal  anesthesia  unas- 
sociated with  intercostal  paralysis  and  the 
inhalation  anesthetic  agents  that  can  be  given 
with  a high  oxygen  content  are  here  of  value. 
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In  the  presence  of  acute  pulmonary  disease 
inalation  anesthesia  is  best  avoided.  Here 
regional  and  spinal  anesthesia  may  be  of 
benefit.  For  thoracic  surgery  or  where  in- 
halation anesthesia  is  desired  the  gases  are 
of  value.  Of  the  gases  cyclopropane  would 
probably  be  of  most  benefit  in  the  majority 
of  instances.  It  is  non-irritating  to  pul- 
monary mucosa  and  it  is  capable  of  being 
administered  with  an  excess  of  oxygen.  If 
the  patient  is  already  suffering  from  a dimin- 
ished oxygen  supply  to  tissue  from  whatever 
cause,  any  agent  that  will  further  interfere 
with  the  amount  of  available  oxygen  is  con- 
traindicated. The  gases  nitrous  oxide  and 
ethylene,  the  intravenous  barbiturates  and 
tribromethanol  all  limit  the  amount  of  oxy- 
gen available  or  depress  respiration.  They 
would  thus  have  no  role  in  anesthesia  to  a 
patient  suffering  from  oxygen  want. 

Respiratory  obstruction  due  to  mechanical 
difficulties  can  best  be  prevented  or  treated 
by  the  establishment  of  an  artificial  airway. 
It  is  here  that  the  trained  anesthetist  can  ex- 
hibit some  of  his  true  worth.  An  artificial  air- 
way is  best  established  by  the  introduction 
of  an  endotracheal  airway.  By  the  use  of  a 
fairly  rigid  and  good  sized  tube  respiratory 
obstruction  from  such  causes  as  tracheal  com- 
pression, collapse  or  manipulation  can  be 
obviated.  The  rather  good  sized  diameter  of 
the  tube  allows  for  free  ventilation  and  ex- 
change of  gases.  Respiratory  obstruction 
that  may  be  caused  by  bleeding  or  pus  in  the 
tracheobronchial  tree  may  be  relieved  by  the 
use  of  an  endotracheal  catheter  through 
which  a small  catheter  may  be  passed  for 
suction  of  the  foreign  material. 

Interference  with  the  dynamics  of  respira- 
tion, as  occurs  in  open  chest  surgery,  can  be 
compensated  for  by  the  maintenance  of  an 
intrapulmonarv  positive  pressure.  This  in- 
creased intrapulmonarv  pressure  allows  for 
better  ventilation  and  keeps  the  mediastinum 
from  fluttering.  In  positive  pressure  anes- 
thesia it  is  best  to  employ  an  endotracheal 
catheter.  To  prevent  leakage  about  the  tube 
and  to  prevent  the  gases  being  forced  into 
the  stomach,  the  use  of  an  inflatable  cuff 
about  the  catheter  within  the  trachea  is  of 
very  great  value.  Such  positive  pressure  is 
best  maintained  intermittently.  The  col- 


lapsed lung  in  the  open  chest  should  be  in- 
flated at  regular  intervals.  Frequent  ventila- 
tion of  the  collapsed  lung  aids  in  washing  out 
accumulated  carbon  dioxide  and  possibly 
prevents  atelectasis. 

In  the  presence  of  a pleurocutaneous  fistula 
where  insufficient  adhesions  exist  to  keep  the 
lung  expanded  positive  pressure  anesthesia 
should  be  employed.  When  there  exists  a 
bronchocutaneous  fistula  the  constant  loss  of 
gases  through  the  fistula  should  be  compen- 
sated for  by  a constant  increased  delivery 
from  the  gas  machine. 

It  should  be  part  of  the  role  of  the  anes- 
thetist to  keep  alive  the  surgeon’s  conscious- 
ness of  the  dangers  of  oxygen  want.  The 
oxygen  want  in  patients  coming  to  surgery 
due  to  low  blood  pressure,  anemia  or  hemor- 
rhage should  be  corrected  by  whole  blood 
transfusions.  Where  possible,  this  trans- 
fusion should  be  given  at  least  twenty-four 
hours  before  the  contemplated  operative  pro- 
cedure. The  addition  of  red  blood  cells  to 
the  blood  stream  of  a patient  whose  hemo- 
globin is  fixed  by  a drug  is  of  great  value. 

In  the  patient  already  suffering  from 
stagnant  anoxia  due  to  low  blood  pressure 
from  shock,  hemorrhage  or  circulatory  fail- 
ure, spinal  anesthesia,  intravenous  barbi- 
turates and  tribromethanol  are  contraindi- 
cated. In  this  class  of  patient  the  best 
anesthesia  would  be  one  that  does  not  inter- 
fere with  a satisfactory  oxygen  supply. 
Cyclopropane  and  regional  anesthesia  either 
independently  or  combined  may  be  consid- 
ered the  choice  of  anesthesia  under  these 
circumstances. 

Since  improper  posture  of  the  patient 
undergoing  anesthesia  and  surgery  may  so 
seriously  interfere  with  proper  ventilation, 
the  anesthetist  must  assume  as  part  of  his 
duty  to  do  what  he  can  to  limit  or  prevent 
this  interference. 

In  the  lateral  position,  where  possible,  it  is 
best  to  keep  the  lower  knee  flexed  to  prevent 
the  patient  rolling  forward  and  if  the  upper 
arm  is  prevented  from  hanging  free  over  the 
side  of  the  table  respiration  can  be  well 
maintained. 

Patients  lying  prone  have  their  mechanism 
of  respiration  markedly  interfered  with. 

Continued  on  page  310 
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The  President’s  Page 

To  the  Members  of  the  Maine  Medical  Association: 

Members  of  the  Association,  162  registered,  who  attended  the  Clinical  Session 
in  Bangor  enjoyed  not  only  an  excellent  program  at  the  Eastern  Maine  General 
Hospital  but  also  a friendly  gathering  and  banquet  at  the  Bangor  House  on  the 
preceding  evening.  The  Penobscot  County  Society  merits  congratulations. 

The  Clinical  Meeting  affords  an  opportunity  for  organized  medicine,  in  this 
instance  the  Penobscot  County  Society  in  cooperation  with  the  Scientific  Committee 
of  the  State  Association,  to  do  something  for  the  individual  members.  It  affords, 
also,  an  opportunity  for  the  Council,  County  Secretaries,  and  various  Committees 
to  hold  meetings.  And  these  groups  accomplish  something  for  the  individual  mem- 
bers. Allow  me  to  cite  instances  in  support  of  the  above  statement. 

First  the  Council.  All  the  Councilors  attended  and  were  called  to  order  on 
both  days  by  Council  Chairman,  Doctor  Carl  H.  Stevens,  of  Belfast,  for  considera- 
tion of  Association  business.  They  approved  the  appointment  of  a Special  Com- 
mittee to  review  the  Medical  Care  of  indigent  patients  suffering  with  chronic 
maladies,  and  to  review  hospital  facilities  for  needy  patients.  This  Committee  will 
be  requested  to  gather  information  from  all  sections  of  the  State,  organize  the  data 
and  make  a report  to  the  House  of  Delegates  at  the  Annual  Meeting  in  June.  The 
Council  also  voted  to  support  the  recommendation  of  Doctor  Mortimer  Warren, 
Chairman  of  the  Cancer  Committee,  to  establish  a State-wide  policy  for  Care  of 
Cancer  patients  and  to  take  steps  toward  the  organization  of  a Cancer  Commission 
for  the  State. 

Second  the  Committees.  The  Special  Committee  to  scrutinize  and  analyze  the 
financial  condition  of  the  State  Association  met  with  the  Treasurer.  The  Special 
Committee  on  Tuberculosis  held  a meeting  and  outlined  a policy  for  extension  of 
early  diagnosis,  treatment  and  care  of  patients  with  tuberculosis.  The  Cancer 
Committee,  in  cooperation  with  the  program  committee  of  the  Penobscot  County 
Society,  presented  Doctor  George  C.  Wilkins  of  Manchester,  New  Hampshire,  who 
explained  the  organization  and  work  of  the  Cancer  Commission  of  New  Hampshire. 
Doctor  Hill’s  Committee  on  Graduate  Education  held  a meeting  to  develop  further 
plans  for  extending  graduate  education  to  the  members. 

And  third,  the  County  Secretaries.  Seven  County  Secretaries  met  together 
with  the  Secretary  of  the  State  Society  to  discuss  details  of  meetings  and  organiza- 
tions (and  I suspect  some  aspects  of  hunting  and  fishing). 

The  point  is  that  all  these  men  appeared  and  attended  meetings  which  were  for 
the  benefit  of  our  patients  and  our  members.  And  I want  to  drive  home  the  point 
that  our  Association  will  continue  useful  and  strong  just  so  long  as  our  members 
willingly  serve  on  Committees  and  attend  meetings,  just  so  long  as  our  County 
Societies  continue  to  elect  active  and  hard  working  Secretaries  and  just  so  long 
as  Delegates  continue  to  elect  interested  Councilors.  And  just  so  long  as  all  these 
Committees,  Secretaries  and  Councilors  show  a willingness  to  do  some  work,  attend 
meetings  and  give  thought  to  the  many  problems  which  confront  our  Association. 

Thomas  A.  Foster,  M.  D., 

President,  Maine  Medical  Association. 
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Draft  Board  Physicians 

As  stated  in  an  editorial  in  The  J ournal  of 
the  American  Medical  Association  (Septem- 
ber 14,  1940)  the  medical  profession  is  will- 
ing and  ready  to  do  its  part  in  tbe  efficient 
administration  of  tbe  conscription  act.  The 
Journal  says  emphatically  and  correctly  “the 
duty  of  the  physician  associated  with  the 
draft  board  is  one  of  the  utmost  importance 
in  relationship  to  securing  a proper  personnel 
for  military  service.  On  the  physician  rests 
the  major  part  of  the  responsibility  of  decid- 
ing promptly  whether  claims  for  exemption 
on  account  of  physical  disability  are  just. 
Considering  the  fact  that  the  physician  asso- 
ciated with  such  a board  is  a resident  in  the 
district  over  which  he  has  jurisdiction,  the 
physician  is  not  in  an  enviable  position.  He 
must  hear  the  pleas  not  only  of  his  friends 
and  neighbors  but  also  of  his  patients.  To 
resist  such  importunities  requires  common 
honesty  of  purpose  and  a courage  to  do  one’s 
duty  which  is  fundamental  in  the  character 
of  every  good  physician.  Xo  doubt  he  will  be 
called  upon  to  detect  malingering,  perhaps  to 
pass  on  certificates  from  family  physicians 
and  specialists  certifying  to  disabilities  which 
he  will  have  to  verify.  The  duties  of  physi- 
cians on  these  boards  require  not  only  honesty 
of  purpose  and  courage  to  do  right,  even  at 
the  sacrifice  of  private  practice,  but  also  pro- 
fessional alertness  to  detect  malingering  and 
misrepresentation. 

“It  has. been  generally  understood  that  the 
physicians  on  the  draft  boards  will  make  only 
a preliminary  survey  of  the  candidates  who 
come  before  them.  Those  selected  will  be 
then  sent  to  the  special  examining  boards, 
which  will  be  later  constituted  by  the  Army 
Medical  Department.  On  these  physical 
examining  boards  will  rest  the  final  decision 
as  to  whether  or  not  the  young  man  will  go 
to  camp.” 

Unquestionably  ejeat  responsibility  rests 
on  the  physicians  attached  to  Draft  Boards  or 


any  other  branch  of  the  military  or  selective 
services  and  it  can  be  assumed  that  on  mak- 
ing his  recommendations  for  appointment  the 
Governor  realized  the  necessity  that  the  men 
appointed  be  physicians  of  proven  compe- 
tence and  experience  and  above  all  men  who 
warranted  in  all  ways  the  confidence  that 
would  be  reposed  in  them  by  the  Federal 
Government,  their  State,  and,  above  all,  the 
people  in  the  communities  they  serve. 

Whether  an  assignment  on  a Draft  Board 
puts  a physician,  or  any  other  member,  in  an 
unenviable  position  might  be  open  to  debate 
but  the  fact  is  that  upon  his  shoulders  rests 
a responsibility  we  feel  with  confidence  will 
warrant  the  great  trust  imposed.  Statements 
of  disability  coming  from  family  physicians 
and  specialists  should  be  based  on  facts 
hardly  open  to  serious  dispute  or  question. 
Verified  they  may  have  to  be  but  that  should 
be  an  easy  task.  What  properly  should  con- 
cern physicians  in  an  examining  capacity  on 
the  Draft  Boards  is  the  statement  that  his 
examination  will  be  a preliminary  survey.  If 
such  a course  is  followed  the  needless  expense 
and  mistakes  of  the  World  War  will  be  du- 
plicated. Those  who  served  on  the  Draft 
Boards  at  that  time  know  full  well  that  many 
times  they  were  worked  far  beyond  capacity, 
time  was  limited,  the  proper  facilities  meagre 
and  often  entirely  lacking  and  they  were  af- 
forded little  help  and  opportunity  to  detect 
facts  that  should  have  been  established.  Com- 
mon sense  would  seemino’lx  dictate  that  the 

o 

Draft  Board  examiner  examine  all  who  come 
before  him  carefully  and  thoroughly  and  if 
he  needs  help  of  professional  nature  in  de- 
termining questions  upon  which  he  is  in 
doubt  then  by  all  means  he  should  have  it. 
Men  inducted  in  the  various  services  should 
be  physically  and  mentally  fit  to  stand  the 
gaff.  Physical  and  mental  blow  ups,  obtain- 
ing under  the  stress  of  military  life,  were 
far  too  numerous  and  expensive  in  the  World 
War  and  the  experiences  of  twenty  odd  years 
ago  should  not  and  need  not  be  repeated. 
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The  Fall  Clinical  Session  at 
Bangor 

At.  the  June  session  of  the  House  of  Dele- 
gates considerable  doubt  was  expressed  as  to 
the  advisability  of  continuing  the  fall  clinical 
session  and  it  was  finally  decided  to  accept 
the  invitation  of  the  Penobscot  County  Soci- 
ety with  the  length  of  time  of  the  session  to 
be  determined  bv  the  Scientific  Committee. 
Doubt  had  been  expressed  that  a session  last- 
ing two  days  would  attract  a sufficient  num- 
ber of  men  to  make  the  effort  worthwhile. 
Unfortunately  during  October  there  are  sev- 
eral meetings  of  a National  and  sectional 
type  that  attract  a large  number  of  men.  It 
was  finally  decided  that  the  meeting  would 
occupy  one  evening  arid  one  day ; the  evening 
with  a dinner  to  be  followed  by  one  speaker 
and  the  next  day  to  be  taken  up  with  the 
clinical  program. 

It  was  the  universal  opinion  of  those  who 
were  fortunate  enough  to  attend  that  in  every 
way  the  session  was  a complete  success.  The 
total  registration  was  162,  with  over  100 
attending  the  dinner.  The  speaker  of  the 
evening,  A.  N.  Creadick,  M.  I).,  Associ- 
ate Clinical  Professor,  Obstetrics  and  Gyne- 
cology, Yale  University  School  of  Medicine, 
had  a message  decidedly  worthwhile  and  it 
was  obviously  provocative  of  an  equally  inter- 
esting discussion  by  many  of  the  members. 
The  clinical  session  again  proves  that  the 
profession  IS  interested  in  the  live  and  bread 
and  butter  topics  of  medicine.  They  were 


practical,  conducted  most  excellently  and 
with  free  and  interesting  discussions  and 
points  from  the  audience.  The  operative 
clinic  consisted  of  a pan-liysterectomy  by 
Magnus  Ridlon,  M.  D.,  of  the  Staff  of  the 
Eastern  Maine  General  Hospital,  and  a 
Cholecystectomy  by  Robert  M.  Zollinger  of 
the  Peter  Bent  Brigham.  Nothing  but  favor- 
able comment  can  be  made  on  these  clinics 
and  the  friendly  and  neighborly  attitude  of 
the  two  surgeons.  What  they  did  and  WHY 
was  discussed  freely,  questions  were  wel- 
comed and  came  from  the  surgeons  in  at- 
tendance, and  they  were  answered  in  that 
pleasant  way  which  is  decidedly  helpful. 

The  clinics  started  on  time,  they  went 
along  with  a snap  and  if  they  did  nothing 
else  showed  that  we  have  in  our  midst  men 
who  in  the  language  of  the  day  are  on  their 
toes  and  are  clinicians  we  can  well  be  proud 
of.  As  usual  the  Penobscot  Society  was  a 
delightful  host ; Dr.  Craig  and  his  staff  had 
prepared  well  for  the  day  and  there  was  not 
the  slightest  hitch  to  the  well  planned  and 
carefully  carried  out  program.  The  meeting 
should  dispel  all  doubts  as  to  the  advisability 
of  continuing  like  sessions;  it  would  be  a 
serious  mistake  if  we  fail  to  carry  on.  Presi- 
dent Foster  in  a few  well  chosen  words  ex- 
pressed the  thanks  and  appreciation  of  the 
Maine  Medical  Association  for  the  delightful 
time  enjoyed  by  all  and  that  such  thanks 
were  merited  was  obvious  by  the  reaction  of 
the  audience. 


Meyer  Saklad—  Continued  from  page  307 


The  thorax  cannot  properly  expand  and  the 
diaphragm  cannot  easily  descend  without 
raising  the  patient’s  trunk.  If  it  is  necessary 
to  operate  with  the  patient  in  the  prone  posi- 
tion diaphragmatic  descent,  and  thus  respira- 
tion can  be  aided  by  placing  a pillow  under 
the  hips. 

Patients  in  whom  respiration  is  hampered 
by  a diaphragm  maintained  high  due  to  pres- 
sure from  below  as  by  a large  intra-abdominal 
tumor,  distended  intestine  or  fluid  do  not 
tolerate  the  Trendelenburg  position.  It  is 
wise  here  to  delay  the  head  down  position 
until  the  abdominal  cavity  is  opened  and 


until  at  least,  part  of  the  increased  intra- 
abdominal  pressure  is  relieved.  The  Tren- 
delenburg position  may  then  be  assumed  by 
slow  degrees. 

Summary : The  types  of  Anoxia-Anoxic, 
Stagnant,  Anemic  and  Histotoxic  have  been 
defined.  The  hypoxic  states  as  they  may 
occur  in  the  patient  preoperatively  and  as  a 
result  of  anesthesia  and  surgery  have  been 
considered.  The  relationship  of  anesthesia  to 
possible  states  of  oxygen  want  have  been 
discussed. 
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John  Roscoe  Varney,  M.  D., 

1863-1940 

Doctor  John  Roscoe  Varney,  77,  practicing  physi- 
cian in  Old  Town,  Maine,  for  nearly  36  years,  died 
at  his  home  Friday,  October  25,  1940,  following  an 
illness  of  but  a week,  although  he  had  not  been  in 
the  best  of  health  for  some  time.  He  is  survived 
by  his  wife,  who  before  their  marriage  was  a grad- 
uate nurse,  Miss  Vernie  G.  Carter  of  West  Ells- 
worth, who  has  the  profound  sympathy  of  a wide 
circle  of  friends  in  her  time  of  great  sorrow. 

The  son  of  David  B.  and  Pamella  Doane  Varney, 
he  had  a decidedly  wide  range  of  activities  before 
he  decided  to  devote  his  life  to  medicine.  He  ob- 
tained his  education  in  Lee  Academy,  Eastman’s 
Business  College  in  Poughkeepsie,  New  York;  Ver- 
mont Medical  School  and  was  graduated  from  the 
University  of  Maryland  in  1896.  He  interned  in  the 
Burbank  Hospital,  Baltimore,  Maryland,  and  had 
taken  a graduate  course  in  the  New  York  Medical 
School.  He  had  practiced  his  profession  in  Spring- 
field,  Red  Beach  and  Old  Town. 

He  was  twice  married,  his  first  wife  who  was 
Mary  Lawler  of  Benedicta,  died  while  they  were  in 
New  York. 

He  was  a member  of  the  American  Medical  As- 
sociation and  the  Maine  Medical  Association  (Pe- 
nobscot, County ) , and  the  Phi  Chi  Society  of  Balti- 
more; also  holding  memberships  in  the  Indepen- 
dent Order  of  Foresters,  being  one  of  the  high 
court  physicians  for  many  years,  the  Knights  of 
Pythias,  the  Masons  and  the  Grange. 

During  an  epidemic  of  small  pox  in  the  woods 


of  Northern  Maine  he  was  put  in  charge  of  a ter- 
ritory and  carried  on  over  snowbound  roads  and 
from  camp  to  camp,  losing  in  the  entire  winter  but 
one  of  his  80  patients. 

Funeral  services  were  held  at  St.  James  Epis- 
copal Church  on  Monday,  October  28th,  at  10.00 
o’clock. 


Robert  Cole  Pletts,  M.  D., 

1885-1940 

Doctor  Robert  Cole  Pletts,  55,  Brunswick  town 
physician  and  health  officer,  died  Saturday,  Octo- 
ber 5th,  of  injuries  suffered  early  the  preceding 
day  when  his  automobile  overturned  as  he  was 
driving  from  Bailey  Island  to  Brunswick. 

Doctor  Pletts  wras  born  in  Montreal,  the  son  of 
David  A.  and  Isabelle  Cole  Pletts.  He  was  educated 
in  the  public  schools  of  Brunswick  and  was  grad- 
uated from  the  Bowdoin  Medical  School  in  1916. 
He  interned  in  Malden  and  Lowell,  Massachusetts, 
and  then  located  in  Brunswick,  where  he  has  car- 
ried on  a large  general  practice,  both  in  Brunswick 
and  in  surrounding  communities. 

Doctor  Pletts  was  an  interested  and  active  mem- 
ber of  the  Cumberland  County  Medical  Society  and 
the  Maine  Medical  Association,  rarely  missing  a 
County  or  State  meeting,  and  a Fellow  of  the 
American  Medical  Association. 

Surviving  are  his  widow,  Mrs.  Sara  Pletts;  five 
sons,  Robert,  Jr.,  of  Bath,  Harold,  Donald,  Richard 
and  Gilbert  of  Brunswick. 
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Cumberland 

Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  October  1,  1940,  at  8.15  P.  M.,  with 
the  President,  Dr.  P.  A.  Ferguson,  presiding.  There 
were  22  members  and  one  guest  present. 

Resolutions  on  the  death  of  Dr.  L.  A.  Derry  were 
adopted  by  the  Club. 

Dr.  Richard  Hawkes  was  appointed  as  the  repre- 
sentative for  the  Health  Division  of  the  Council  of 
Social  Agencies,  and  Dr.  James  M.  Parker  was 
named  as  the  member  to  serve  on  the  First  Aid 
Committee  of  the  Portland  Red  Cross. 

Dr.  Philip  Thompson,  Dr.  Frank  Lamb,  Dr.  W. 
E.  Tobie  and  Dr.  H.  V.  Bickmore  were  named  for 
the  Banquet  Committee. 

Dr.  E.  E.  O’Donnell  presented  an  interesting 
paper  on  Some  Problems  of  Intestinal  Surgery. 
The  paper  was  discussed  by  Drs.  I.  M.  Webber,  J. 
M.  Parker,  G.  E.  C.  Logan  and  E.  R.  Blaisdell. 

Alice  Whittier,  Secretary. 


York 

The  last  meeting  of  the  year  was  held  on 
Wednesday,  October  9,  1940,  at  the  Hotel  Thaeher 
in  Biddeford,  Maine.  Dinner  was  served  at  7.00 
P.  M.  and  the  meeting  followed  at  8.00  P.  M. 

Two  new  members  were  voted  into  the  Society, 
William  F.  Corbett,  M.  D.,  of  Sanford,  and  John 
Colby  Myer,  M.  D.,  of  North  Berwick.  Also  Pliny 
A.  Allen,  M.  D.,  of  York,  was  accepted  and  trans- 
ferred from  the  Massachusetts  Medical  Society. 

Doctor  Foster  of  Portland,  our  State  President, 
gave  a talk  on  the  Early  Doctors  of  York  County, 
stating  that  our  County  was  very  instrumental  in 
the  founding  of  the  Association. 

Captain  Zalesky  of  the  Navy  Yard  at  Kittery  ex- 
pressed his  pleasure  at  being  present. 

Doctor  Mitchell  of  the  State  Department  of 
Health  was  present  and  made  a few  remarks,  and 
stated  that  his  Department  was  at  the  service  of 
the  County  at  any  time. 

Doctor  Brickley,  Medical  Examiner  for  Suffolk 
County  gave  a well  prepared  paper  on  the  Cause 
and  Manner  of  the  Squalus  Deaths. 

There  were  eight  guests  and  seventeen  members 
present. 


New  Members 

York 

Pliny  A.  Allen,  M.  D.,  York,  Maine. 

William  F.  Corbett,  M.  D.,  Sanford,  Maine. 

John  Colby  Myer,  M.  D.,  North  Berwick,  Maine. 


Change  of  Address 

Aroostook 

Bernard  Gagnon,  M.  D. 

From  Patten,  Maine 
To  Houlton,  Maine. 

Cumberland 

Leiois  K.  Austin,  M.  D. 

From  Portland,  Maine 

To  Blackstrap  Road,  Cumberland  Center, 
Maine. 


Coming  Meetings 

Kennebec 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Maine,  Secre- 
tary. 

Thursday,  November  21st,  at  the  Elmwood 
Hotel,  Waterville,  Maine.  Program  to  be 
announced. 

Penobscot 

Penobscot  County  Medical  Association,  Forrest  B. 
Ames,  M.  D.,  Bangor,  Maine,  Secretary. 

Tuesday,  November  19th,  at  the  Bangor  House, 
Bangor,  Maine,  at  6.30  P.  M.  Annual  Meet- 
ing. 


Initiated  as  Fellows  of  A merican 
College  of  Surgeons 

Wilbur  F'.  Leighton,  M.  D.,  and  Milton  S. 
Thompson,  M.  D.,  of  Portland,  and  Asa  C.  Adams, 
M.  D„  of  Orono,  were  initiated  as  fellows  of  the 
American  College  of  Surgeons,  Tuesday,  October 
22,  1940,  during  the  annual  five-day  convention  of 
the  college  in  Chicago. 


Aid  to  British  Physicians 

The  Medical  and  Surgical  Supply  Committee  of 
America,  420  Lexington  Avenue,  New  York,  N.  Y., 
requests  physicians  to  send  extra  instruments  in 
usable  condition  which  they  can  spare  for  British 
dressing  stations. 

Railway  Express  will  call. 

Dr.  S.  Judd  Beach,  Portland. 

Dr.  John  O.  Piper,  Waterville. 

Dr.  Frederick  T.  Hill,  Waterville. 


ZEM  M ER 

PRODUCTS  ARE  DEPENDABLE 
THE  ZEMMER  COMPANY 


Prescribe  or  dispense  ZEMMER  pharmaceuticals 
....  laboratory  controlled  ....  guaranteed 
reliable  potency. 


Write  for  general  price  list. 
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Tufts  College  Scholarships 
Awarded 

Announcement  of  the  four  entering  students  at 
the  Tufts  College  Medical  School  who  have  won 
Commonwealth  Fund  scholarships  recently  was 
made  by  Dean  A.  Warren  Stearns.  The  awards  are 
made  to  residents  of  Massachusetts,  Maine,  New 
Hampshire  and  Vermont.  Each  recipient,  who  re- 
ceives $1,000  for  each  of  his  four  years  of  medical 
training,  must  agree  to  practice  in  a rural  com- 
munity in  his  home  state  for  at  least  three  years 
following  his  hospital  internship. 

The  first-year  students  receiving  the  awards  are 
C.  Clark  Streeter,  B.  S.,  ’40,  Tufts  College,  whose 
home  is  in  West  Somerville,  Massachusetts;  Clar- 
ence W.  Whittaker,  B.  S„  ’40,  Bates  College,  of 
Easton,  Maine;  Frank  E.  Perron,  .Jr.,  B.  S.,  ’40, 
U.  of  New  Hampshire,  of  Manchester,  N.  H.;  and 
Theodore  W.  Ling,  B.  S.,  ’40,  U.  of  Michigan,  of  St. 
Johnsbury,  Vermont. 

Of  the  forty-five  scholarships  granted  since  the 
awards  were  first  made  to  the  class  of  1935,  one 
only  was  transferred  and  this  was  at  the  request 
of  the  graduate  himself.  Eighteen  Commonwealth 
Fund  graduates  are  now  practicing  or  starting 


their  practice  as  family  physicians  in  rural  com- 
munities of  New  England;  the  rest  are  still  intern- 
ing or  in  Medical  School,  the  announcement  stated. 


Vitamin-Free  Foods  For 
Research! 

A recent  announcement  by  the  Research  Labora- 
tories of  the  S.  M.  A.  Corporation  reveals  that  they 
are  now  in  a position  to  provide  vitamin-free 
casein  and  other  vitamin-free  foods  for  experi- 
mental purposes  to  researchers  who  have  previ- 
ously been  obliged  to  manufacture  these  items  for 
private  use. 

For  many  years  the  S.  M.  A.  Corporation  has 
been  producing  these  foods  exclusively  for  use  in 
their  laboratories.  Now,  with  the  expansion  of 
their  own  facilities  and  the  realization  of  the  con- 
venience to  others  engaged  in  laboratory  work  this 
offer  is  made  to  provide  vitamin-free  diets  at  an 
exceptionally  reasonable  cost.  Quantities  of  one, 
five,  ten  or  100  pounds  or  more  may  be  ordered 
directly  from  the  Research  Laboratories,  S.  M.  A. 
Corporation,  Chagrin  Falls,  Ohio. 


is  indicated  in  the  treatment  of  / * Tk 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 
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Chemotherapeutic  Procedures  in  Pneumococcus  Meningitis 

A Fatal  Case  of  Type  XIX  Pneumococcus  Meningitis  Treated  with 
Sulfapyridine  and  Type  Specific  Rabbit  Serum 

CLINICAL  AND  POSTMORTEM  FINDINGS 

By  Charles  W.  Steele,  A.  B.,  M.  A.,  M.  D.,  Julius  Gottlieb,  M.  D.,  E.  A.  C.  P., 

and  Henry  Brann,  M.  D. 


The  mortality  rate  for  pneumococcus 
meningitis  had  remained  practically  100% 
despite  the  use  of  antipneumococcus  serum 
and  constant  lumbar  puncture  drainage  tech- 
nique. Since  chemotherapy  was  introduced 
in  1937,  however,  approximately  two-thirds 
of  the  reported  cases  of  this  disease  treated 
with  sulfanilamide  and  sulfapyridine  have 
recovered.  Information  concerning  the  opti- 
mum dosage  and  method  of  administration  of 
these  two  new  drugs  has  not  yet  been  made 
easily  available  to  the  general  practitioner  of 
medicine  who  has  opportunity  to  see  and  treat 
this  condition  only  rarely.  It  would,  there- 
fore, seem  worthwhile  to  record  the  following 
case  of  Type  XIX  pneumococcus  meningitis 
treated  wth  sulfapyridine  and  type  specific 
antipneumococcus  rabbit  serum  and  to  pre- 
sent a general  outline  of  the  chemotherapeutic 
technique  involving  the  newer  drugs.  The 
case  to  be  reported  here  failed  to  recover  and 
offered  opportunities  for  clinical  observation 
and  study  of  the  disease  and  for  objective 
study  after  death. 

A 26-year-old  white  woodsman  entered  the 


hospital  11/21/39  and  died  11/23/39.  He 
was  perfectly  well  until  five  days  before  ad- 
mission, when  he  noticed  malaise.  This  was 
followed  three  days  later  by  a steady  throb- 
bing headache  which  radiated  from  the  back 
of  the  neck  up  into  the  vertex  region  of  the 
skull  and  was  not  relieved  by  aspirin.  He 
became  feverish,  drowsy,  irrational,  devel- 
oped a stiff  neck  and  thickness  of  speech  on 
the  day  before  entry ; while  more  intense 
headache  accompanied  by  nausea  and  vomit- 
ing were  complained  of  on  the  day  of  admis- 
sion. 

Past  History  was  negative  for  chills, 
cough,  pleurisy,  earache  or  trauma  to  the 
head. 

Occupational  History  revealed  that  pa- 
tient was  a woodsman  and  had  frequent  con- 
tact with  horses. 

Physical  Examination  showed  a well  de- 
veloped and  nourished  male  who  walked  about 
aimlessly  in  a dazed  condition,  somewhat  as  a 
person  intoxicated.  Positive  findings  were 


* Read  in  substance  before  the  Androscoggin  County  Medical  Society,  Thayer  Hospital  Staff,  Saga- 
dahoc County  Medical  Society,  and  the  Maine  Section  of  the  College  of  Physicians. 
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temperature  of  103  °F.,  pulse  rate  of  100  per 
minute,  flushed  face,  dry  tongue,  profuse 
sweating,  stiff  neck,  positive  Kernig  sign  and 
generalized  muscular  rigidity.  Important 
negative  findings  included : myotic  pupils 
that  reacted  to  light;  negative  eye  grounds 
and  optic  nerve  heads ; heart  rhythm  regular 
and  sounds  of  good  quality  without  murmurs  ; 
lungs  clear  with  no  evidence  of  rales,  abnor- 
mal breath  sounds  or  percussion  note ; normal 
abdomen ; and  clear  skin  without  evidence  of 
rash. 

Admission-  Laboratory  Findings.  A lum- 
bar puncture  showed  a cloudy  fluid  under  in- 
creased pressure;  a cell  count  of  439  and 
type  A IX  pneumococci. 

Haemoglobin  85%  S. ; Color  index  .94; 
Rbc  4,510,000;  Wbc  21,600,  P.  87%,  L. 


5%,  M.  5%,  Band  cells  3.  Blood  culture 
taken  11/21/40  showed  a growth  with  pneu- 
mococcus type  XIX. 

Urine  was  dark  amber,  acid,  specific  grav- 
ity 1.020,  large  amount  of  albumen,  v.  s.  t. 
sugar,  rare  leukocytes/  hpf,  rare  red  blood 
discs,  uric  acid  and  frequent  granular  casts, 
few  waxy  casts. 

Treatment.  A drop  of  antipneumococcus 
serum  in  the  patient’s  conjunctival  sac 
showed  no  sensitivity  reaction.  Intravenous 
therapy  with  type  XIX  antipneumococcus 
serum  was  instituted  at  6.00  P.  M.,  a few 
hours  after  admission,  and  sulfapyridine 
therapy  was  begun  seven  hours  later.  The 
time  and  the  amount  of  antipneumococcus 
serum  and  sulfapyridine  administered,  with 
lumbar  puncture  findings,  are  listed  in  Chart  I. 


Chart  I 


Date 

Hour 

Number  of  Units 
of  Type  19 
Antipneumococcus 
Serum 

Grams  of 
Sulfapyridine 

Blood 

Sulfapyridine 

Level 

Spinal  Fluid 
Sulfapyridine 
Level 

11/21/39 

6.40  P.  M. 

5,000 

— 

Pneumococci  in  spinal 
fluid  showed  no  swelling 
of  capsules. 

8.20  P.  M. 

15,000 

— 

10.20  P.  M. 

20,000 

— 

11/22/39 

12.20  A.  M. 

40,000 

2 grams 

35  c.c.  of  spinal  fluid 
withdrawn  and  no  swell- 
ing of  capsules  noted. 

8.5  c.c.  of  blood  serum  in- 
jected into  spinal  canal. 

^Approximately  8 c.c.  xan- 
thochromic fluid  removed 
when  pressure  dropped 
to  zero.  Direct  smear 
I showed  no  quelling  of 
capsules  on  gram  stain 
but  pneumococci  still 
typeable  with  type  19 
Antipneumococcus  serum. 

1.20  A.  M. 

3.00  A.M. 

20,000 

2 grams 

5.00  A.  M. 

20,000 

2 grams 

9.00  A.  M. 

20,000 

2 grams 

11.00  A.M. 

20,000 

2.00  P.  M. 

20,000 

1 gram 

5 mgs.  % 

2.75  mgs.  % 

4.00  P.  M. 

20,000 

1 gram 

6.00  P.  M. 

20,000 

9.00  P.  M. 

20,000 

10.00  P.  M. 

1 gram 

11/23/39 

1.00  A.  M. 

20,000 

1 gram 

4.6  mgs.  % 

2.66  mgs.  % 

'Removed  approximately 
35  c.c.  xanthochromic 
fluid  under  slight  pres- 
sure. Direct  smear  showed 
■ very  rare  organisms.  No 
capsule  quelling  with 
gram  stain  but  organisms 
still  typeable  with  type  19 
Antipneumococcus  serum. 

4.00  A.  M. 

1 gram 

5.00  A.  M. 

25,000 

1 gram 

7.00  A.  M. 

1 gram 

10.00  A.  M. 

1 gram 

1.00  P.  M. 

1 gram 

4.10  P.  M. 

Patient  expired 

1 

Total 

administered 
in  46  hours 

285,000 

17  grams 
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One  will  note  that  the  temperature  fell 
from  106.8°  on  11/21/39  at  twelve  midnight, 
to  101.2°  at  4 A.  M.  on  11/22/39  and  that 
it  did  not  exceed  102.4°  during  the  rest  of 
the  day.  There  was  definite  clinical  improve- 
ment in  respect  to  general  appearance  and 
decrease  in  restlessness.  However,  one  no- 
tices that  a fall  of  pulse  and  respiration  rate 
did  not  accompany  the  fall  in  temperature. 
About  twelve  hours  before  death  the  pulse 
rate  began  to  rise  and  the  quality  became 
thready.  Respirations  became  rapid  and 
shallow.  His  throat  began  to  fill  with  mucous 
and  moist  crepitant  rales  were  heard  in  the 
lungs.  The  extremities  became  cold  and  very 
cyanotic.  Death  occurred  less  than  forty- 
eight  hours  after  specific  therapy  was  begun, 
and  appeared  to  be  the  result  of  circulatory 
failure. 


G /?/?/=>/ /c 


a 


Postmortem  Examination.  Autopsy  per- 
formed six  hours  after  death  showed  the  fol- 
lowing : marked  lividity  and  rigor  mortis ; a 
purplish  discoloration  about  both  auriculae, 
oral  cavity,  neck,  and  fingernail  beds.  The 
facies  presented  a sunken  appearance.  There 
was  marked  congestion  of  all  organs  and  an 
excess  of  watery  blood  escaping  throughout. 
The  right  auricle  and  superior  and  inferior 
venae  cavae  were  distended.  Fibrinous  exu- 
date and  an  excess  of  turbid  fluid  covered 
the  base  of  the  brain  which  was  edamatous 
and  weighed  1690  grams.  The  spleen  was  en- 
larged and  the  sanguineous  pulp  excessive. 
There  was  moderate  enlargement  of  the  liver 
but  the  surface  was  smooth  and  tense.  The 


kidneys  were  slightly  granular  on  capsular 
stripping.  Both  pleural  cavities  were  free 
from  adhesions  and  occupied  by  20  c.  c.  to  30 
c.  c.  of  clear  yellow  serous  fluid.  Each  lung 
was  doughy  and  edematous,  pitted  on  pres- 
sure with  an  excess  of  sanguineous  frothy 
fluid  escaping  on  pressure.  The  dependent 
portions  were  moist,  soggy  and  heavy.  A 
small  indurated  area  involving  the  left  lobe 
at  its  anterior  aspect  is  found  at  the  lateral 
periphery.  Both  pleurae  show  numerous 
petechial  ecchymotic  hemorrhagic  areas. 
Similar  lesions  are  present  on  the  posterior 
surface  of  the  ventricles.  Coronaries  are  nega- 
tive by  inspection  and  visualization  studies. 
Right  lung  is  negative  for  induration  and 
consolidation  by  visualization  technique  and 
serial  sections.  Right  middle  ear  is  occupied 
by  a slightly  turbid  watery  fluid.  Cultures 
from  heart,  middle  ear,  lungs  and  spleen  and 
fluid  at  base  of  brain  are  positive  for  pneumo- 
cocci showing  capsular  swelling  with  anti- 
pneumococcic  serum  type  XIX.  Histological 
findings  confirm  gross  observations  and  in 
addition  reveal  multiple  foci  of  cerebral 
thrombosis. 


Diagnoses 

Pneumococci  Meningitis  Type  XIX  with 
Septicemia. 

Toxic  nephrosis. 

Toxic  Myocarditis  with  Right  Cardiac 
F ailure. 

Toxic  Splenitis. 

Acute  Circulatory  Collapse. 

Cerebral  Thromboses. 

Bronchopneumonia,  early. 

Marked  Pulmonary  Edema. 

Discussion 

The  modus  operandi  of  the  disease  in  this 
case  may  be  postulated  as  follows : a middle 
ear  infection  followed  by  septicemia  and  this 
in  turn  by  meningitis.  The  pulmonary  lesions 
were  of  recent  origin  and  the  edema  may  be 
ascribed  to  an  anaphylactic  phenomenon. 
The  circulatory  collapse  may  again  be  con- 
sidered an  anaphylactic  phenomenon  with  the 
pneumococcic  toxin  as  the  inciting  factor. 
The  positive  cultures  of  the  lungs  are  most 
probably  of  hematic  rather  than  parenchymal 
origin  as  pneumococci  rarely  invade  the  lung 
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parenchyma  by  way  of  the  blood  stream.  The 
mechanism  of  pneumococcus  pneumonia  pro- 
duction is  at  a variance  with  blood  stream 
origin.  The  length  of  the  disease  process  in 
this  case  confirms  the  theory  of  non-circula- 
tory  origin. 

Direct  smear  of  all  lumbar  puncture  fluids 
and  of  pus  taken  from  various  places  in  the 
brain  at  postmortem  failed  to  show  any 
pneumococcus  capsule  swelling  although 
285,000  units  of  antipneumococcus  rabbit 
serum  had  been  administered  intravenously. 
It  is  of  further  interest  to  note  that  the 
pneumococci  in  the  spinal  fluid  continued  to 
show  capsule  swelling  when  mixed  with  type 
specific  rabbit  serum  despite  oral  administra- 
tion of  15  grams  of  sulfapyridine. 

Two  factors  may  be  responsible  for  the 
failure  of  this  patient  to  recover.  The  sulfa- 
pyridine level  in  the  blood  and  spinal  fluid 
did  not  reach  the  optimal  level  of  10  mgs.% 
in  the  blood  and  5 mgs.  % in  the  spinal  fluid. 
The  initial  improvement  during  the  first 
twenty-four  hours  was  followed  by  a rapid 
change  for  the  worse  and  death  in  the  next 
twenty-four  hours.  It  is  possible  that  cerebral 
thrombosis  may  have  been  responsible  for  this 
change  for  the  worse.  Lyons*  has  suggested 
that  continuous  intravenous  Heparin  treat- 
ment should  be  used  in  conjunction  with 
chemotherapy  of  pneumococcus  meningitis, 
as  he  feels  that  many  of  the  failures  with 
chemotherapy  in  this  disease  are  due  to  cere- 
bral thrombosis  which  Heparin  therapy  pre- 
vents. 

In  another  publication  we  have  reviewed 
47  cases  of  pneumococcus  meningitis  treated 
with  sulfapyridine,  and  found  that  statistic- 
ally the  two  drugs  were  about  equally  effec- 
tive except  that  sulfapyridine  was  of  con- 
siderable more  value  than  sulfanilamide  in 
the  treatment  of  type  III  pneumococcus 
meningitis.  Furthermore,  it  would  appear 
that  some  of  the  failures  reported  for  sulfa- 
pyridine may  have  been  due  to  the  low  blood 
and  spinal  fluid  levels  of  this  drug  which 
apparently  were  the  result  of  marked  varia- 
tion in  its  absorption  from  the  gastro-intesti- 
nal  tract  and  its  excretion  from  the  kidneys. 

It  has  been  suggested  that  this  irregularity 
in  absorption  and  excretion  of  sulfapyridine 


may  be  overcome  by  the  parenteral  adminis- 
tration of  sodium  sulfapyridine.  However, 
insufficient  cases  have  been  treated  thus  far 
with  soluble  sulfapyridine  to  allow  proper 
evaluation  of  this  form  of  therapy. 

From  our  review  of  the  literature  we  were 
unable  to  demonstrate  statistically  that  the 
mortality  rate  had  been  appreciably  affected 
by  the  addition  of  type  specific  antipneumo- 
coccus serum.  However,  considerable  evi- 
dence was  presented  in  individual  cases  to 
suggest  that  antipneumococcus  serum  may  be 
of  benefit  when  there  is  bacteremia  or  a fail- 
ure of  the  spinal  fluid  cultures  to  become 
sterile  within  twenty-four  hours  after  the 
start  of  chemotherapy. 

The  following  outline  of  a tentative  treat- 
ment schedule  for  pneumococcus  meningitis 
is  suggested  as  an  aid  to  the  general  prac- 
titioner. Since  sulfanilamide  and  sulfapyri- 
dine have  proven  about  equally  effective  thus 
far  as  chemotherapeutic  agents,  an  outline  of 
treatment  is  included  for  both  drugs. 

Gexeeal  Peoceduee 

1.  Initial  lumbar  puncture. 

a.  Do  gram  stain  on  spinal  fluid. 

b.  Do  cell  count. 

c.  Culture  spinal  fluid. 

d.  Type  pneumococci  present. 

2.  Repeat  lumbar  puncture  every  12  hours 
until  cultures  are  sterile.  Thereafter  re- 
peat as  necessary  to  control  spinal  fluid 
pressure. 

a.  Repeat  cell  counts,  cultures  and  di- 
rect examination  for  pneumococci 
and  for  any  evidence  of  capsule 
swelling. 

b.  Determine  spinal  fluid  concentration 
of  drug  used. 

3.  Admission  blood  culture  and  daily  re- 
peats until  blood  stream  is  sterile. 

I.  Daily  blood  concentration  of  drug. 

5.  Sulfanilamide  dosage  for  adults. 

a.  Initial  dose  of  40  grains  of  sulfa- 
nilamide as  soon  as  diagnosis  of 
pneumococcus  meningitis  has  been 
made. 


* Champ  Lyons,  M.  D.;  Mass.  General  Hospital — by  personal  communication 
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No.  1.  X-ray  demonstrating  coronary  circulation 
by  coronary  visualization  technique,  showing  nega- 
tive heart  findings  in  the  presence  of  vascular 
failure. 


No.  3.  Photomicrograph  x 100  showing  poly- 
morphonuclear infiltration  of  meninges,  early 
vascular  thromboses  and  degeneration  of  brain 
parenchyma. 


No.  2.  X-ray  of  left  lung  following  injection  of 
bronchial  tree  with  lead  preparation.  Demon- 
strates negative  findings  in  the  presence  of  pneu- 
mococcus septicemia  except  for  early  broncho- 
pneumonic  changes. 


b.  Repeat  dosage  of  10  to  20  grains 
every  four  hours  until  blood  level  of 
10  mgs.  % or  more  and  an  optimal 
spinal  fluid  level  reached. 

c.  Thereafter,  twenty-four  hour  main- 
tenance dose  of  approximately  60 


No.  4.  Photomicrograph  x 200  showing  poly- 
morphonuclear infiltration  of  meninges,  early 
vascular  thromboses  and  degeneration  of  brain 
parenchyma. 

grains  administered  in  divided  doses 
at  four  hourly  intervals. 

d.  Drug  should  be  continued  for  several 
days  after  cultures  of  spinal  fluid 
arc  negative. 

e.  In  event  of  relapse,  resume  drug  at 

once. 
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6.  Sulfapyridine  dosage  for  adults. 

a.  An  initial  oral  dose  of  4 grams  (60 
grains) . 

b.  Repeat  dose  of  one  to  two  grams 
every  four  hours  until  a blood  level 
of  10  mgs.  % and  a spinal  fluid  level 
of  5 mgs.  % or  more  is  obtained. 

c.  Thereafter,  a maintenance  dose  of 
one  to  two  grams  every  four  hours 
as  necessary  to  maintain  blood  and 
spinal  fluid  levels. 

d.  Drug  should  be  continued  for  several 
days  after  spinal  fluid  has  become 
negative. 

e.  In  case  of  relapse,  resume  drug  at 
once. 

7.  Intravenous  sodium  sidfapyridine  dos- 
age schedule. 

a.  Intravenous  sodium  sulfapyridine  is 
given  as  a 5 % solution  of  the  drug  in 
distilled  water. 

b.  An  initial  dose  of  0.1  gram  per  kilo- 
gram of  body  weight  is  injected. 

c.  Thereafter  0.03  grams  per  kilogram 
of  body  weight  is  injected  every  six 
hours,  until  signs  of  clinical  im- 
provement occur  and  two  successive 
lumbar  punctures  are  sterile. 

d.  Then  sodium  sulfapyridine  in  doses 
of  0.03  grams  per  kilogram  of  body 
weight  is  given  twice  daily  for  sev- 
eral days  longer  and  then  discon- 
tinued. 

e.  Resume  intravenous  therapy  at  first 
indication  of  a relapse. 

8.  Intramuscular  sodium  sidfapyridine 

dosage. 

a.  The  drug  is  prepared  in  3 c.  c.  vials 
which  contain  one  gram  of  the  so- 
dium sulfapyridine  in  solution.  One 
gram  of  the  drug  intramuscularly  is 
said  to  be  equivalent  to  2 grams  by 
mouth. 

b.  One  ampoule  (3  c.  c.)  of  drug  is  ad- 
ministered deep  into  muscle  every 
hour  until  optimal  blood  and  spinal 
fluid  is  obtained. 

c.  Thereafter  the  blood  and  spinal 
fluid  levels  can  be  maintained  by  in- 
jections at  four-hour  intervals. 


d.  Dosage  will  depend  on  age  and  body 
weight. 

9.  Indications  for  the  addition  of  anti- 
pneumococcus  serum  to  chemotherapy. 

a.  The  presence  of  bacteremia. 

b.  Failure  of  spinal  fluid  cultures  to  be- 
come sterile  24  hours  after  the  start 
of  chemotherapy. 

c.  Failure  of  patient  to  improve  clinic- 
ally with  chemotherapy  alone. 

d.  If  patient  is  under  two  years  of  age 
(no  antibody  formed  by  patient  until 
after  second  year  of  life). 

e.  If  patient  is  over  40  years  of  age. 

10.  Method  of  administering  antipneumo- 
coccus type  specific  rabbit  serum. 

a.  Large  doses  should  be  administered 
intravenously. 

b.  Sufficient  quantities  should  be  given 
until  there  is  an  excess  of  antibody 
present  in  the  circulation.  Material 
is  now  available  for  making  such  a 
test  for  types  1 to  8 inclusive  and 
type  14.  Intracutaneous  injection  of 
a 1-1000  dilution  of  the  type  specific 
polysaccrid  in  saline  is  made.  A 
wheal  develops  at  site  of  injection 
within  twenty  minutes  if  there  is 
adequate  circulating  antibody. 

c.  As  soon  as  sufficient  antibody  has 
been  administered  intravenously  to 
insure  an  excess  in  circulation,  suffi- 
cient blood  is  withdrawn  to  allow 
formation  of  8 or  10  c.  c.  of  serum 
(complement)  which  is  injected  in- 
trathecally  at  completion  of  the  next 
lumbar  tap. 

11.  Ileparin  may  be  administered  in  the 
folowing  manner  should  the  physician 
feel  that  thromboses  are  occurring. 

a.  Add  30,000  units  of  Heparin  to  1500 
c.  c.  of  normal  saline. 

b.  Administer  40  drops  per  minute  of 
this  solution  intravenously  for  two 
hours  (use  Murphy  Drip  bulb) . 

c.  Check  clotting  time  of  blood  by  the 
five-tube  method  at  the  end  of  two 
hours  and  thereafter  as  necessary. 

Continued  on  page  328 
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The  Use  of  Intelligence  Tests  in  the  Diagnosis  of  Psychotic 

Patients* 

By  Grace  R.  Foster,  Pli.  D.,  Psychologist,  Augusta  State  Hospital,  Augusta,  Maine 


An  intelligence  test  may  be  defined  as  a 
problem  or  series  of  problems,  a task  or  series 
of  tasks,  used  to  determine  the  grade  or  level 
of  an  individual’s  mental  ability.  Because 
this  mental  ability  makes  it  possible  for  us  to 
adapt  either  to  other  human  beings,  or  to 
things,  or  to  ideas,  tests  are  frequently  dif- 
ferentiated according  to  whether  the  intelli- 
gence which  they  measure  is  social,  or  me- 
chanical or  abstract.  It  is  this  last  type  which 
has  been  given  most  attention  and  because  of 
the  limits  of  time  this  paper  will  be  concerned 
chiefly  with  it.  Also  it  is  appropriate  that 
ideational  tests  be  the  chief  emphasis  since  a 
psychosis  by  its  very  nature  implies  thinking 
disorder. 

Both  historically  and  practically  the  intelli- 
gence tests  which  have  been  of  greatest  im- 
portance are  those  known  as  the  Binet-Simon 
Scale.  During  the  first  decade  of  this  cen- 
tury, Alfred  Binet  was  asked  to  prepare  tests 
to  determine  the  mental  status  of  school  chil- 
dren of  Paris,  France.  With  the  help  of  a 
physician,  Dr.  Thomas  Simon,  he  worked  out 
the  scale  of  54  tests  which  has  been  translated 
into  numerous  languages  and  passed  through 
many  revisions.  The  most  widely  used  of 
these  in  the  United  States  was  the  revision 
made  in  1916  by  Lewis  M.  Terman  and  his 
associates  at  Stanford  University.  There  are 
two  scores  obtained  from  the  Stanford  re- 
vision,— the  Mental  age , or  M.  A.,  and  the 
intelligence  quotient,  or  I.  Q.  The  I.  Q.  is 
the  mental  age  divided  by  the  chronological 
age  and  it  is  generally  conceded  that  this 
“measure  of  brightness”  remains  relatively 
stable  throughout  the  life  of  the  individual. 
The  1916  Revision  contained  90  tests,  36 
more  than  in  the  original  Binet-Simon  Scale. 
Each  separate  test  contributed  two  months 
to  the  mental  age  score.  By  the  use  of  many 
normal  subjects  it  was  determined  what  the 
average  individual  at  each  of  the  age  levels 
could  perform.  Theoretically  this  method  of 
sampling  of  abilities  is  based  on  a suggestion 


made  by  Sir  Francis  Galton  that  it  is  possible 
to  obtain  a general  knowledge  of  the  capaci- 
ties of  an  individual  “by  sinking  shafts  at 
critical  points.”  ISTaturally  there  is  consider- 
able controversy  in  regard  to  just  how  critical 
are  the  points  chosen  by  such  random  sam- 
pling, but  nevertheless,  experience  suggests 
that  the  empirical  method  used  has  been  to 
some  extent  successful.  Terman,  in  introduc- 
ing his  latest  revision  of  1937,  (1)  quotes 
Galton,  and  remarks  with  justifiable  com- 
placence, “In  our  revision  we  have  greatly 
increased  the  number  of  shafts  and  sunk  them 
at  points  which  wider  experience  with  tests 
have  shown  to  be  critical.”  However,  in  this 
new  Scale  there  have  been  retained  many  of 
the  “critical  points”  for  testing  which  were 
included  in  the  original  Binet-Simon,  such 
as, — repetition  of  sentences,  word  definition, 
copying  of  a square,  copying  of  a diamond, 
criticism  of  absurd  sentences,  making  change, 
repetition  of  digits,  word  naming,  and  so  on. 
This  1937  revision  of  the  Stanford-Binet 
Scale  provides  two  separate  and  distinct 
scales  each  of  which  includes  129  tests.  It  is 
claimed  that  this  revision  corrects  faults  of 
the  earlier  scale,  which,  Terman  himself,  said 
was  defective  at  the  extremes,  that  is  below 
4 years  and  above  10  years.  This  Revision 
covers  a much  wider  range,  beginning  with 
the  second  year,  and  extending  beyond  the 
fifteenth  year,  with  two  series  of  tests  for  the 
Average  Adult,  and  two  series  for  the  Su- 
perior Adult. 

The  use  of  intelligence  tests  with  psychotic 
patients  obviously  presents  difficulties,  since 
because  of  the  very  nature  of  their  disorder, 
they  frequently  are  unable  to  use  what  in- 
telligence they  have.  Through  such  tests,  how- 
ever, it  is  possible  to  gain  some  insight  into 
what  is  the  nature  of  this  thinking  disorder. 
Among  the  first  to  use  the  Stanford-Binet 
Scale  with  psychotics,  was  Dr.  Frederick 
Wells.  In  1920,  in  collaboration  with  Dr. 
C.  M.  Kelley,  lie  published  findings  from 
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these  tests  based  on  their  researches  at  Mc- 
Lean Hospital.  (2)  Many  of  their  conclu- 
sions have  been  further  substantiated  in  more 
recent  studies,  but  some  of  them  continue  to 
be  controversial.  In  this  latter  category  is  the 
concept  of  “scatter”,  which  Wells  defines  as 
the  number  of  tests  failed  below,  and  passed 
above,  the  mental  age  of  the  individual. 
Binet  himself  had  observed  that  less  scatter- 
ing or  range  is  seen  in  the  test  results  of 
feebleminded  than  those  of  psychotic  indi- 
viduals and  had  concluded  that  in  these  cases 
some  interfering  factor  lessened  the  reliabil- 
ity of  the  score.  Wells  and  Kelley  found  that 
the  dementia  praecox  group  recorded  more 
“scatter”  than  the  manic-depressive,  and  the 
organic  group  (in  this  case  syphilis  only  was 
represented)  than  dementia  praecox.  Al- 
though this  problem  of  irregularity  of  per- 
formance is  still  debated,  and  the  diagnostic 
significance  of  such  “scatter”  is  challenged, 
the  concept  holds  possibilities  which  deserve 
thoughtful  consideration. 

The  question  of  range  and  irregularity  of 
performance  on  the  Stanford-Binet  Scale  has 
been  approached  by  Biotrowski  from  a quali- 
tative rather  than  a quantitative  viewpoint. 
(3)  He  studied  the  test  results  by  means  of 
what  he  terms  the  “Standford-Binet  profile,” 
which  is  made  by  listing  the  successes  and  the 
failures  between  the  basal  age  and  the  upper 
limit.  He  concluded  from  his  study  that  by 
such  a method  “statistically  significant  dif- 
ferences between  the  psychotic  and  the  non- 
psychotic  can  be  demonstrated.”  He  finds 
that  although  there  seem  to  be  no  important 
differences  in  the  Stanford-Binet  profiles  of 
manic-depressive  and  schizophrenic  patients, 
there  is  a marked  difference  to  be  found 
among  specific  types  of  these  two  psychoses. 
The  greatest  difference  was  found  between 
paranoic  schizophrenics  and  depressed  manic- 
depressives.  The  hesitancy  of  the  depressed 
patients  is  apparently  the  chief  factor  in  their 
inability  to  do  what  the  paranoics  did.  How- 
ever, in  questions  requiring  accuracy  such  as 
in  arithmetical  reasoning,  the  depressed  pa- 
tients did  well.  Piotrowski  concluded  that  in 
general  the  tests  failed  by  psychotics  “are  the 
more  complex  tasks  because  they  require  a 
greater  tenacity  of  purpose  and  a more  ade- 
quate and  rather  unselective  perception  of  the 
environment.”  In  this  connection  he  quotes 


a similar  conclusion  from  Wells:  “.  . . . the 
more  complicated  and  synthetic  of  the  experi- 
ments accomplish  a better  separation  of  nor- 
mal from  pathological  subjects ; the  chief 
separation  of  the  latter  is  indeed  through  that 
most  synthetic  of  all  tests,  that  of  practical 
life.” 

A study  recently  published  by  Kendig  and 
Richmond  offers  some  interesting  conclusions 
similar  to  those  cited  above,  but  emphasizing 
such  trends  found  in  dementia  praecox  pa- 
tients. (4)  The  performance  on  the  Stan- 
ford-Binet of  500  such  cases  was  compared 
with  that  of  other  groups  of  patients  at  St. 
Elizabeth’s  Hospital,  Washington,  D.  C.,  and 
the  conclusion  reached  that  the  dementia 
praecox  were  differentiated  from  the  other 
groups  “by  conspicuous  failure  in  tests  de- 
manding relatively  great  expenditure  of  at- 
tention and  effort . . . ”.  They  also  found  that 
an  analysis  of  tests  results  disclosed  “a  char- 
acteristic pattern  of  success  and  failure  on 
the  tests.”  Wells  and  other  researchers  have 
found  that  in  this  psychosis  vocabulary  abil- 
ity is  relatively  undamaged,  and  Babcock 
worked  out  a technique  for  testing  “mental 
efficiency”  or  deterioration  in  dementia  prae- 
cox, by  an  analysis  of  the  ratio  between  vo- 
cabulary age  and  mental  age.  The  findings 
of  Kendig  and  Richmond  did  not,  in  their 
opinion  corroborate  those  of  Babcock,  and 
they  were  consequently  forced  to  disagree 
with  her  conclusion  that  in  dementia  praecox 
a real  impairment  is  involved.  They  assert 
that  the  results  of  their  analysis  “challenge 
the  classical  concept  of  irreversible  deteriora- 
tion as  an  inherent  part  of  the  praecox 
process.” 

In  the  testing  of  psychotic  patients  the 
differentiating  between  mental  deficiency  and 
mental  deterioration  is  of  utmost  importance. 
Likewise  it  is  important  to  recognize  the  fact 
that  there  are  various  types  of  mental  defici- 
ency, and  that  these  cannot  be  satisfactorily 
assayed  by  merely  one  series  of  tests  such  as 
the  Stanford-Binet.  nevertheless  the  thought- 
ful use  of  such  a scale  can  give  considerable 
insight  into  the  personality  of  the  patient,  if 
its  results  be  considered  qualitatively  as  well 
as  quantitatively.  Thus  it  is  possible  to  at- 
tempt not  merely  to  determine  the  degree  or 
extent  of  mental  defect,  but  to  likewise  deter- 
mine some  of  the  other  liabilities  which  have 
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made  for  personality  maladjustment.  Re- 
cently at  the  Augusta  State  Hospital  the 
writer  gave  the  Stanford-Binet  tests  to  a pa- 
tient who  had  for  18  years  been  an  invalid. 
In  giving  the  anamnesis  her  husband  stated 
that  “The  doctors  can’t  find  the  pains  and  be- 
gin to  think  there  aren’t  any.”  Her  medical 
care  had  cost  him  about  $2,000. : “I  gave 
them  every  nickel  I could  rake  and  scrape 
During  recent  years  it  had  been 
necessary  for  him  to  wait  on  her  “hand  and 
foot”,  and  he  had  not  been  able  to  go  out  to 
work  in  the  shoeshop  as  he  had  formerly.  In 
the  1937  revision  of  the  Stanford-Binet  Scale, 
the  patient  achieved  a mental  age  of  6 years, 
4 months  and  an  intelligence  quotient  of  42. 
The  fourth  year  was  her  basal  age,  since  it 
was  only  at  that  level  that  she  was  able  to  do 
all  the  tests.  She  was  unable  to  fold  a six- 
inch  square  of  paper  twice,  to  make  a tri- 
angle, after  the  method  had  been  demon- 
strated, although  this  is  done  correctly  by  the 
average  five-year-old.  Her  range  or  “scatter” 
extended  from  the  fourth  to  the  tenth  year. 
The  average  ten-year-old  is  able  to  read  a pas- 
sage of  50  words  in  35  seconds,  making  not 
more  than  two  errors,  and  then  recite  ten 
items  from  memory.  The  patient  read  the 
passage  in  25  seconds  with  only  one  error, 
but  could  give  no  memories.  She  remarked 
cheerfully,  “I  love  to  read,  but  I can’t  remem- 
ber.” When  asked  what  she  read,  she  said, 
“True  Stories  and  that  kind.”  This  reading 
ability  suggests  one  reason  why  the  patient 
had  found  her  modus  vivendi  satisfactory. 
It  may  be  that  the  lack  of  manual  dexterity 
suggested  by  her  failure  at  the  five-year  level, 
was  likewise  one  reason  why  she  found  house- 
work irksome.  When  the  patient  found  tests 
difficult  a slight  tremor  of  the  hands  was  no- 
ticeable. The  examiner  asked  if  the  work 
made  her  nervous,  and  the  reply  was,  “Ho, 
but  I am  weak  because  I had  an  operation  a 
little  while  ago.”  Upon  inquiry  she  revealed 
that  the  operation  had  been  done  two  and  a 
half  years  ago.  Such  unconscious  malinger- 
ing was  further  suggested  by  the  fact  that  al- 
though the  patient  frequently  complained  of 
the  pains  she  was  suffering,  her  face  usually 
had  the  complacent  expression  of  a kitten  that 
has  just  lapped  up  a saucer  of  cream. 

The  above  case  suggests  that  not  only  do 
the  findings  of  the  Stanford-Binet  tests  help 


to  give  insight  into  the  cause  of  personality 
disorder,  but  that  likewise  the  testing  situa- 
tion itself  can  do  the  same.  The  writer  has 
found  this  to  be  the  case  especially  in  the 
testing  of  maladjusted  children  who  for  one 
reason  or  another  have  been  brought  to  the 
Hospital  for  examination. 

The  tests  in  themselves  are  as  interesting  to 
the  children  as  a game,  and  frequently  serve 
as  a neutral  means  of  building  up  rapport  and 
overcoming  resistance  or  emotional  blocking, 
especially  when  delinquencies  are  involved  in 
their  problem  behaviour.  It  is  possible  thus 
not  only  to  obtain  objective  results,  but  like- 
wise to  use  the  testing  situation  as  a technique 
for  subjective  study  of  personality.  Mood 
changes,  general  adaptability,  self-confidence, 
attentiveness  and  distractibility  are  among 
the  behaviour  items  which  may  be  detected. 
Intuition,  so  called,  is  merely  judgment  built 
up  through  experience  in  paying  close  atten- 
tion to  “minimal  cues.”  Clinical  experience 
thus  leads  the  examiner  to  quickly  evaluate 
the  diagnostic  significance  of  the  self-effacing 
hesitancy  of  the  depressed,  or  the  hilarious 
over-productivity  of  the  manic.  In  the  word- 
naming test  at  the  ten-year-level  of  the  Stan- 
ford-Binet, a young  manic,  looked  out  at  the 
gray  stone  walls  of  our  Hospital,  and  re- 
marked ecstatically,  “Palaces.”  Empathy  as 
well  as  intuition  may  function  in  the  testing 
situation.  Dr.  E.  E.  Southard  long  ago  sug- 
gested that  this  ability  to  “feel  oneself  into” 
a patient  was  important  as  an  index  of  diag- 
nosis between  certain  groups  of  mental  dis- 
eases, and  made  a suggestion  which  is  of  so- 
cial significance  in  these  troubled  times : 

“ a keener  sense  of  the  psychopathic  on 

the  part  of  the  world  will  do  away  with  many 
of  the  evils  of  false  leadership  which  now 
drag  us  down.” 

Because  of  the  limitations  of  time  this  pa- 
per has  limited  the  discussion  of  tests  to  one 
narrow  field,  that  of  the  Stanford-Binet.  This 
one  scale,  as  previously  mentioned,  measures 
only  a few  phases  of  intelligence,  and  those 
classified  as  abstract  or  ideational.  It  is 
wholesome  to  find  that  the  most  severe  critics 
of  intelligence  tests  in  general,  and  the  Stan- 
ford-Binet in  particular,  are  among  the  psy- 
chologists who  work  with  them. 

This  active  dissatisfaction  has  led  to  the 
production  of  new  scales  of  intelligence  tests, 
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such,  as  those  Dr.  David  Wechsler  has  intro- 
duced at  the  Bellevue  Hospital.  His  “Full 
Scale  ''  contains  ten  groups  of  tests,  the  first 
of  which  is  for  range  of  information.  ( 5 ) He 
writes  that  this  has  proved  one  of  the  most 
satisfactory  in  the  battery  and  that  its  corre- 
lation with  the  total  score  is  high.  It  is  inter- 
esting to  note  that  information  tests  have  been 
used  by  physicians  and  psychiatrists  long  be- 
fore psychometrics  became  a science.  The 
writer  recently  had  experience  in  using  such 
tests  in  making  a survey  of  the  mental  status 
of  some  90  patients  who,  because  of  mutism 
or  inaccessibility,  had  not  responded  well  to 
a mental  examination  after  admittance.  The 
questions  designed  to  determine  “Mental 
Grasp  on  School  and  General  Knowledge”  in 
the  routine  Hospital  form  of  mental  examina- 
tion can  be  varied  to  suit  the  varying  abilities 
of  individual  patients,  but  the  fact  that  ques- 
tions remain  relatively  stereotyped  gives  the 
examiner  those  “norms”  invaluable  to  the 
psychologist.  Several  of  the  patients  were 
what  would  be  termed  “deteriorated  dementia 
praecox,”  but  the  writer  was  surprised  at  the 
extent  to  which  they  cooperated  when  rapport 
was  established  and  questions  presented  in  a 
somewhat  dramatic  fashion.  Such  findings 
suggest  those  mentioned  above,  that  often  de- 
terioration is  more  apparent  than  real.  These 
conclusions  are  further  substantiated  by  re- 
cent psychological  studies  made  in  connection 
with  shock  therapy. 

Another  impression  gained  by  the  writer 
from  this  experience  in  giving  mental  exami- 
nations was  that  psychologists  could  learn 


from  psychiatrists  to  use  a subjective  as  well 
as  objective  approach  in  testing  psychotic  pa- 
tients, and  that  such  techniques  could  be  con- 
sidered as  an  art  as  well  as  a science.  In  giv- 
ing intelligence  tests  there  could  be  a more 
thoughtful  analysis  of  the  thinking  disorder 
involved.  The  bizarre  and  desultory  utter- 
ances of  the  schizophrenic  are  often  symbolic, 
and  only  careful  attention  to  the  individual 
case  will  show  any  significance  in  the  re- 
sponses. Such  an  interpretive  attitude  is  use- 
ful in  determining  the  mental  status  of  senile 
dementias.  Often  in  such  cases  memory  de- 
fects are  covered  by  evasions,  which  in  them- 
selves to  some  extent  suggest  what  the  level 
of  intelligence  was  when  normal.  One  little 
old  lady  made  a brave  attempt  to  cover  up 
lapses  in  memory,  and  when  asked  to  locate 
Rome,  gave  an  answer  which  at  that  time 
seemed  of  more  than  individual  significance: 
“It’s  South  Germany,  near  Tartary.  It’s 
hard  to  say ; there' ve  been  so  many  changes 
since  Old  Pelee  blew  up  and  covered  the  earth 
with  soot ” 
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It  is  to  be  hoped  that  the  generally  ac- 
cepted opinion  that  all  elderly  persons  must 
cough,  and  that  coughing  is  without  danger 
to  those  about  them,  will  soon  be  changed, 
and  that  all  elderly  persons  with  a chronic 
cough  will  be  subjected  to  a physical  exami- 
nation as  rigorous  as  if  they  were  younger. 
— E.  R.  Wiese,  Amer.  Rev.  of  Tuber.,  Eeb., 
1940. 

One  of  the  needs  for  the  control  of  tuber- 
culosis today  is  for  greater  emphasis  on  the 
extent  of  the  disease  and  less  on  its  declining 
death  rate.  Rice,  John  L.,  M.  D.,  1ST.  Y.  City 
Dept,  of  Health. 


The  rapid  decline  in  tuberculosis  mortality 
rates  has  been  due  mainly  to  lessening  in  the 
incidence  of  infection.  Among  those  infected, 
the  toll  though  diminished,  is  still  appalling. 
Mortality  statistics,  morbidity  reports,  autop- 
sy examinations,  tuberculin  tests  and  X-ray 
surveys,  indicate  that  about  half  of  all  in- 
fected individuals  develop  clinical  tubercu- 
losis, and  that  from  10  to  20  per  cent  of  them 
eventually  die  of  the  disease.  The  high  risk 
of  disease  and  death  due  to  infection  by  the 
tubercle  bacillus  justifies  increased  efforts  for 
its  prevention. — Emil  Bogejst,  M.  D.,  Amer. 
Rev.  of  Tuber.,  August,  1940. 
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The  Cross-Eyed  Child  — Some  Important  Considerations 

By  Lloyd  H.  Berrie,  M.  D.,  Houlton,  Maine 


The  purpose  of  this  paper  is  to  review  some 
facts  of  importance  concerning  the  cross-eyed 
child.  These  unfortunate  children  are  handi- 
capped psychologically  as  well  as  physically, 
an  effect  that  may  have  very  considerable 
bearing  upon  their  behavior  later  in  life. 

Broadly,  squints  may  be  divided  into  con- 
vergent squint,  when  the  eye  turns  in,  and 
divergent  squint,  when  the  eye  turns  out. 
There  also  may  be  deviations  up  or  down,  or 
mixed  deviations. 

If  one  eye  habitually  deviates  while  the 
other  fixes  it  is  known  as  a monocular  squint. 
These  are  by  far  the  most  common.  If,  how- 
ever, either  eye  fixes  the  object  while  the 
other  eye  squints,  it  is  known  as  alternating 
squint  and  is  due  to  lack  of  fusion  sense,  i.e., 
the  ability  to  merge  the  separate  images  of 
the  two  eyes  into  one. 

Normally  the  eye  muscles  so  regulate  the 
position  of  the  two  eyes  that  the  object  falls 
on  corresponding  points  of  the  two  retinae 
thus  stimulating  corresponding  retino-cere- 
bral  pathways  and  centers.  This  sensory- 
motor  coordination  initiates  the  way  for 
single  binocular  vision — single  vision  with 
both  eyes.  However,  this  alone  is  not  enough. 
Another  sense  is  necessary  to  unite  the  sepa- 
rate images  of  the  two  eyes  into  one.  This 
sense  is  called  the  fusion  sense  and  begins  to 
develop  during  the  first  seven  or  eight  weeks 
of  life  and  is  normally  fully  developed  at  the 
end  of  age  seven. 

Should  one  eye  deviate  permitting  the  ob- 
ject to  fall  on  dissimilar  retinal  points  symp- 
toms such  as  double  vision,  vertigo,  headache, 
and  other  ocular  discomforts  may  arise.  If 
now  that  eye  is  covered  the  symptoms  cease 
but  single  binocular  vision  is  lost.  The  pa- 
tient “covers”  one  eye  by  suppressing  its 
image. 

In  doing  so,  that  eye,  lacking  the  governing 
effect  of  binocular  single  vision,  deviates  to 
such  a degree  that  there  is  widely  separated 
stimulation  to  the  two  retinae  and  although 
symptoms  may  now  be  absent,  there  is  lost 
ocular  coordination.  Thus,  the  eye  remains 
deviated,  vision  is  suppressed,  and  Degen- 


eration of  the  Physiological  Functions 
Commences  Leading,  Eventually,  to  a 
Permanent  Non-Functioning  Eye. 

Squint  may  occur  through  marked  differ- 
ences in  refractive  error,  under-development 
of  the  fusion  sense  or  faulty  action  of  the 
extra-ocular  muscles. 

It  often  begins  during  infancy,  sometimes 
during  the  first  year.  They  are  most  often 
seen  during  the  second  and  third  years,  less 
so  during  the  fourth  year. 

In  considering  treatment,  shall  it  be  medi- 
cal or  surgical  ? What  can  be  done  medically  ? 
First,  and  most  important,  is  education. 
Every  Doctor,  mother  and  schoolteacher 
should  know  that  the  earlier  cross-eyes  are 
detected  in  a youngster  the  more  amenable 
will  they  be  for  treatment.  That  squint  Will 
Not  Cure  Itself.  That  The  Child  Will 
Not  Outgrow  It.  That  latter  myth  is  rather 
commonly  accepted  and  probably  arises  from 
those  rare  cases  of  a converging  eye  which, 
when  useful  vision  is  completely  gone,  may 
gradually  swing  back  laterally  toward  the  po- 
sition of  rest  and,  in  these  cases,  permanent 
blindness. 

If  seen  early  enough  glasses  and  exercises 
will  cure  most  cases,  but  if  the  squint  is  of 
long  standing  it  may  take  years  of  training 
with  exercises  to  get  results,  if  any. 

No  Patient  With  a Squinting  Eye  Is 
Too  Young  To  Receive  Treatment.  A 
Squinting  Eye  That  Has  Lost  Useful 
Function  And  Is  Uncorrected  Before 
The  Age  Of  Seven  Will  Undoubtedly 
Remain  That  Way  Through  Life. 

What  is  the  best  age  to  operate  ? There  is 
no  best  age.  If  a patient  under  the  age  of 
seven  has  received  proper  medical  treatment 
without  success,  surgical  measures  must  be 
resorted  to.  In  such  instances  the  longer  sur- 
gery is  delayed  the  less  apt  will  it  be  to  ob- 
tain a good  result. 

In  order  to  select  the  proper  type  of  exer- 
cise or  operation  for  a squint  it  is  necessary 
to  determine  whether  the  abnormality  is  due 
to  faulty  action  of  the  internal  muscles,  or  of 

Continued  on  page  828 
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The  President's  Page 


To  the  Members  of  the  Maine  Medical  Association: 

In  a previous  issue  of  The  Journal  I mentioned  the  pleasure  and  profit 
which  accrued  to  the  President  of  the  Association  in  his  annual  visits  to  the 
County  Societies.  And  I stated  that  the  President  was  gratified  to  find  the 
quality  of  medical  service  delivered  by  the  practicing  physicians  of  Maine 
to  be  on  a high  level.  I would  like  to  amplify  on  those  statements. 

Good  fellowship  and  informal  general  discussion  is  apparent  at  all  the 
meetings.  Interesting  cases  and  past  experiences  are  talked  over  and  amusing 
medical  anecdotes  are  repeated.  And  before  and  during  the  dinner  the  social 
contacts  are  friendly  and  pleasant.  It  seems  to  me  that  this  phase  of  the 
meeting  is  valuable  to  all  physicians.  The  free  exchange  of  views  on  current 
cases,  the  discussion  of  local  problems,  and  swapping  a few  new  stories  unites 
the  members  into  a stronger  County  Society.  I think  that  the  members  who 
miss  the  meetings  are  losing  a dividend  on  their  investment  in  organized 
medicine. 

Sound  doctrine  and  fresh  medical  information  characterizes  all  the  papers 
and  reports  which  follow  the  dinners.  This  phase  of  the  meeting  represents 
our  continued  interest  in  Medical  Education.  Your  President  has  never  at- 
tended a meeting  without  learning  something,  indeed  many  things,  which 
added  to  his  medical  equipment.  He  has  learned,  furthermore,  that  the  interest 
in  graduate  education,  evident  by  the  attendance  at  County  meetings,  doesn’t 
stop  at  the  adjournment  of  the  meeting. 

If  we  realize  that  a cardiogram  is  available  in  the  Moosehead  Region, 
ready  and  at  hand  to  make  records  and  that  office  laboratories  are  doing  blood 
sugars,  and  other  determinations  along  the  small  coastal  towns  we  appreciate 
that  our  members  have  continued  their  education. 

Opportunities  for  continued  education  are  especially  well  provided  for 
members  of  our  Society.  We  are  fortunate,  indeed,  to  have  available  the 
generous  provisions  of  the  Bingham  Fellowships  and  the  Commonwealth 
Fund.  And  every  year  we  have  the  opportunity  to  share  in  the  Program  of 
the  New  England  Post-Graduate  Assembly  conducted  at  Cambridge ; a two- 
day  Program  which  has  interest  for  all  practitioners. 

In  order  to  stimulate  interest,  establish  a program  and  to  furnish  infor- 
mation the  State  Society  has  a Committee  on  Graduate  Education.  Dr.  Fred- 
erick T.  Hill  and  his  associates  form  an  active  committee.  In  an  early  issue  of 
the  Journal  the  Committee  will  publish  a report.  I bespeak  your  interest  in 
the  report,  I urge  your  continued  interest  in  your  County  meetings  and  added 
interest  in  the  opportunities  which  present  themselves.  County  meetings  are 
pleasant  and  profitable,  graduate  courses  also,  are  pleasant  and  profitable.  Con- 
tact with  other  doctors  outside  of  your  own  County  is  interesting  and  helpful, 
lectures  and  clinics  by  experienced  teachers  are  interesting  and  profitable. 

Thomas  A.  Foster,  M.  D., 

President,  Maine  Medical  Association. 
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Editorials 

Some  of  the  Objectives  of  Medical  Education 


It  has  been  truly  said  if  the  profession  of 
medicine  is  to  retain  that  public  and  profes- 
sional confidence — to  which  medical  educa- 
tion is  entitled — it  must  assume  a definite 
and  positive  leadership  in  every  segment  of 
the  work.  Medical  schools  have  the  responsi- 
bility for  the  selection  and  training  of  a suffi- 
cient number  of  competent  physicians  for  the 
nation  as  a whole  and  constitute  the  entrance 
for  those  who  would  enter  the  profession. 
Medicine  differs  in  no  way  from  any  other 
profession ; success  depends  on  the  types  and 
quality  of  those  who  gain  admission  to  the 
schools.  Graduation  from  any  class  “A” 
school  it  is  admitted  does  not  qualify  the  pos- 
sessor of  a degree  for  the  independent  prac- 
tice of  his  or  her  profession  and  twenty-one 
states  require  an  interneship  before  licensure 
and  thirteen  medical  schools  make  the  fifth 
or  interne  year  obligatory.  The  young  physi- 
cian is  faced  with  the  fact  that  an  interneship 
is  a most  necessary  part  in  affording  the 
proper  basic  foundation  for  practice  and  dis- 
regarding arguments  as  to  whether  this  pe- 
riod assumes  an  under  or  post  graduate  aspect 
it  is  one  of  the  most  important  phases  of 
medical  education.  In  many  respects  an  in- 
terneship makes  or  breaks  the  young  physi- 
cian and  it  is  probably  a fact,  beyond  dispute, 
that  it  is  one  of  the  weakest  links  in  the  edu- 
cational chain. 

For  forensic,  literary  and  political  pur- 
poses the  general  practitioner  is  heralded  far 
and  wide  as  the  backbone  of  medicine  in  the 
United  States  but  unless  a halt  is  called  on 
some  of  the  various  commissions  and  the 
specialty  boards  limited  in  power  it  may  be 
that  the  backbone  of  the  profession  will  be 
broken  and  the  general  practitioner  become 
more  or  less  a door  mat.  Medical  schools  em- 
phasize that  the  period  of  study  of  the  entire 
medical  course  is  formulated  on  the  basic 
preparation  for  general  practice  and  if  the 
hospitals  offering  interneships  fail  to  carry 
on  from  this  point,  as  they  must  and  should, 


it  is  obvious  that  drastic  changes  will  be  in 
order.  The  general  interne  of  today  becomes 
the  practitioner  of  tomorrow  and  if  the  aver- 
age man  in  the  prfoession  desires  to  make  a 
living  from  the  private  practice  of  medicine, 
and  most  of  them  are  faced  with  that  neces- 
sity, he  must  be  competent  to  do  most  of  the 
services  he  is  called  upon  for.  It  is  admitted 
that  there  are  highly  technical  services  re- 
quiring special  training  and  skills  but  it  can 
be  pointed  out  with  emphasis  that  the  eco- 
nomic demands  of  the  nation  require  that  the 
general  man  be  removed  from  the  position  of 
becoming  a medical  referee  or  a directing- 
agent  to  specialists. 

Any  hospital  offering  interneships  has  a 
most  important  obligation  and  implied  con- 
tract to  meet.  It  is  essential  that  it  have,  not 
only  sufficient  patients  to  furnish  the  train- 
ing required,  but  it  must  have  a staff  com- 
petent to  provide  this  instruction  as  it  should 
be  done.  The  various  states  have  established 
regulations  regarding  interneships  and  if  the 
recent  graduate  desires  and  feels  that  he  pre- 
fers to  spend  the  required  number  of  years 
demanded  by  the  specialty  boards  it  is  dis- 
tinctly the  job  of  medicine  to  provide  oppor- 
tunities and  methods.  It,  however,  must  not 
be  forgotten  that  every  state  still  retains  the 
power  to  grant  a license  for  the  'practice  of 
medicine  if  a given  candidate  can  meet  its 
requirements.  The  state  says  nothing  about 
the  specialties  in  conferring  the  right  to  prac- 
tice and  despite  the  polite  shoulder  shrugging 
and  back  handed  compliments  of  the  ability 
of  the  general  man  it  will  be  an  unfortunate 
condition  in  the  United  States  if  he  ceases 
to  be. 

One  must  by  necessity  commence  at  some 
time  the  study  of  medicine  but  success  de- 
mands that  efforts  to  become  more  proficient 
never  cease.  There  are  many  communities  in 
this  country  who  have  men  who  practice  gen- 
eral medicine  but  by  aptitude,  study  and  ex- 
perience have  developed  special  skills  in  sur- 
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gery,  obstetrics  and  other  branches  of  medi- 
cine so  that  they  serve  their  public  efficiently 
and  in  a highly  commendable  way.  The 
health  and  economic  demands  of  the  nation 
as  a whole  require  that  there  be  a sufficient 
supply  of  like  properly  trained  men  to  meet 
the  needs  and  opportunities  as  they  develop. 
The  future  of  the  private  practice  of  medi- 
cine rests  on  the  fact  that  this  supply  must 
be  sufficient  and  the  issue  cannot  be  met  in 
any  other  way. 


The  Spirit  of  Christmas 

More  than  ever  in  this  troubled  and  har- 
assed world  is  there  need  for  peace  and  hap- 
piness that  belongs  to  all  peoples.  JST o one 
with  a thinking  mind  can  view  with  disre- 
gard and  complacency  the  frightful  suffering 
of  millions  who  have  been  victims  of  the  war 
machines  of  the  totalitarian  powers.  Poland 
smashed  and  ruined ; Czechoslovakia  a vassal 
state;  France  bowing  in  humiliation  in  de- 
feat wrought  by  treachery ; England  fighting 
gloriously  to  the  end  that  civilization  be 
saved  and  the  hideous  fate  of  other  peoples 
be  averted.  Well  indeed  has  our  own  country 
recognized  the  dangers  that  threaten  and  is 
preparing  so  that  no  power  or  combination  of 
them  shall  inflict  their  way  on  us.  It  is  not 
the  boast  of  medicine  that  it  has  entered  upon 
the  duties  belonging  to  it,  with  every  bit  of 
its  possible  strength  and  scientific  skill,  to  aid 
in  this  vast  and  imperative  undertaking. 
There  is  just  one  issue.  We  are  needed  and 
happily  and  willingly  we  serve. 

The  thought,  however,  must  come  to  us 
that  the  spirit  that  belongs  to  this  memorable 
day  means  more  now  as  never  before.  To 
those  colleagues  in  lands  under  the  heel  of 
men  whose  philosophy  is  at  utter  variance 
with  the  teachings  of  Him  whose  day  we 
honor  go  our  heartfelt  sympathy.  To  those  in 
lands  fighting  the  great  fight  we  are  truly 
proud  for  the  burdens  thrust  upon  them  seem 
unbearable.  Many  have  made  the  supreme 
sacrifice,  many  are  carrying  on  under  condi- 
tions that  seem  impossible,  yet  come  what 
may  they  will  continue  to  honor  their  pro- 
fession and  themselves. 

It  is  therefore  in  a humble  and  grateful 
spirit  that  we  approach  this  Christmas  sea- 


son ; grateful  for  the  fact  that  the  hideous 
fate  of  millions  has  not  been  our  lot ; grateful 
that  we  can  and  are  as  people  aiding  those 
who  have  and  are  fighting  in  a way  that 
surely  must  evoke  the  admiration  of  those 
whose  beliefs  and  methods  we  cannot  share; 
grateful  for  the  fact  that  fine  and  loving 
friends  are  still  ours  and  that  as  a people  our 
way  has  brought  in  manner  of  life  and  living 
the  utmost  that  any  nation  lias  been  blessed. 
Truly  these  are  facts  and  for  such  we  should 
be  deeply  thankful  and  are. 


Charles  W.  Steele,  Julius  Gottlieb  and 

Henry  Brann—  Continued  from  page  320 

d.  Clotting  time  should  be  maintained 
at  60-80  minutes.  Approximately  30 
drops  of  Heparin-saline  solution  per 
minute  will  usually  maintain  clot- 
ting time  at  the  desired  level. 

e.  Continuous  intravenous  Heparin 
therapy  should  be  continued  for  a 
period  of  10  to  12  days. 

f.  Heparin  may  be  obtained  from  the 
Connaught  Laboratories  of  Toronto 
and  is  dispensed  in  ampoules  which 
contain  10,000  units  of  Heparin  in 
solution. 


Lloyd  H.  Berrie — Continued  from  page  325 
the  lateral  muscles.  This  can  be  accurately 
determined  by  testing  muscle  function  at  thir- 
teen inches  and  at  twenty  feet.  From  the  re- 
sults obtained  it  is  possible  to  determine 
whether  a tenotomy  or  recession  should  be 
done  on  a muscle,  or  whether  an  advancement 
or  resection  is  in  order.  It  is  also  possible  to 
determine  whether  a combined  operation  on 
antagonistic  muscles  will  give  best  results. 

Remember : 

1.  The  cross-eyed  child  has  a tremendous 
psychological  handicap  as  well  as  physi- 
cal. 

2.  If  brought  under  competent  care  early 
(age  1 to  age  1)  much  can  be  done  with- 
out resorting  to  surgery. 

3.  To  delay  early  treatment  is  to  encourage 
unilateral  blindness. 

4.  There  is  no  surgical  age.  This  must  be 
determined  by  diligent  study  of  each  in- 
dividual case. 
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Cumberland 

George  Gilbert  Smith,  M.  D.,  of  Boston  read  a 
paper,  illustrated  by  X-ray  slides,  on  Urinary  Tract 
Infections,  at  a dinner  meeting  of  the  Cumberland 
County  Medical  Association  at  the  Lafayette  Ho- 
tel, Friday  evening,  November  1st.  The  paper  was 
discussed  by  Doctors  Harlan  R.  Whitney,  Jack 
Spencer,  George  Poore,  Franklin  A.  Ferguson, 
Oramel  E.  Haney  and  Theodore  M.  Stevens,  all  of 
Portland.  Luther  A.  Brown,  M.  D.,  President  of 
the  Association  presided,  and  sixty  members  at- 
tended. 

Thomas  A.  Foster,  M.  D„  President  of  the  Maine 
Medical  Association,  discussed  a program  of  State 
cancer  control  and  Sylvester  Judd  Beach,  M.  D., 
spoke  on  the  need  of  contributions  of  medical  and 
surgical  material  for  British  medical  relief  organ- 
izations. 

G.  E.  C.  Logan,  M.  D.,  of  131  State  Street,  and 
George  C.  Poore,  M.  D.,  of  192  State  Street,  were 
admitted  to  membership.  Doctor  Logan  by  trans- 
fer from  the  Oxford  County  Medical  Society  and 
Doctor  Poore  by  transfer  from  the  Philadelphia 
County  Medical  Society. 

A clinic  at  the  Maine  General  Hospital  preceded 
the  meeting. 

Donald  H.  Daniels,  M.  D., 

Secretary. 


Portland  Medical  Club 

The  regular  monthly  meeting  was  held  at  the 
Columbia  Hotel,  November  5,  1940,  at  8.15  P.  M., 
with  the  President,  Doctor  F.  A.  Ferguson,  pre- 
siding. There  were  39  members  and  one  guest 
present. 

Dr.  George  C.  Poore  and  Dr.  C.  Lawrence  Holt 
were  elected  to  membership. 

A nominating  committee  consisting  of  Dr.  S.  J. 
Beach,  Dr.  C.  H.  Hunt,  Dr.  F.  J.  Welch,  and  Dr. 
W.  D.  Anderson  was  appointed. 

Dr.  Carl  M.  Robinson  gave  an  interesting  paper 
on  War  and  Its  Relation  to  Medicine.  He  spoke  of 
the  effects  of  war  on  medical  developments  and 
surgical  procedures.  Dr.  Thomas  Burrage  and  Dr. 
R.  O.  Meisenbach  contributed  to  the  discussion. 

Alice  Whittier,  Secretary. 


Kennebec 

A meeting  of  the  Kennebec  County  Medical  As- 
sociation was  held  at  the  Elmwood  Hotel,  Water- 
ville,  Maine,  Thursday,  November  21,  1940. 

Clinical  Session  at  5 P.  M.,  was  presided  over 
by  Blynn  0.  Goodrich,  M.  D.,  President: 

(1)  Eclampsia — L.  A.  Guite,  M.  D. 

(2)  Pituitary  Tumor — James  Poulin,  M.  D. 

(3)  Streptococcic  Throat — T.  C.  McCoy,  M.  D. 

(4)  Diaphragmatic  Hernia — M.  F.  Lubell,  M.  D. 

(5)  Giant  Impetigo  Lesion — Ovide  Pomerleau, 
M.  D. 

(6)  Extra-dural  Hematoma — E.  H.  Risley,  M.  D. 

(7)  Cerebral  Hemorrhage— T.  E.  Hardy,  M.  D. 


(8)  Buerger’s  Disease — A.  H.  McQuillan,  M.  D. 

(9)  Carcinoma  of  the  Breast  with  Angina  Pec- 
toris— -J.  O.  Piper,  M.  D. 

(10)  Facial  Paralysis  Secondary  to  Skull  Frac- 
ture—F.  T.  Hill,  M.  D. 

(11)  Glaucoma — H.  F.  Hill,  M.  D. 

Dinner  at  6.30  P.  M.  was  followed  by  a business 
meeting. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

Napoleon  J.  Gingras,  M.  D.,  of  Augusta,  Maine, 
was  admitted  to  membership. 

Merrill  E.  Joss,  M.  D.,  of  Richmond,  Maine,  was 
admitted  to  membership  by  transfer  from  the 
Sagadahoc  County  Medical  Society. 

The  speaker  of  the  evening  was  James  Clarke 
Healy,  M.  D.,  Acting  Professor  of  Pharmacology, 
Tufts  Medical  School.  His  subject  was  “Practical 
Observations  on  the  Use  of  Sulfanilamide,  Sulfa- 
pyridine  and  Sulfathiazole.” 

There  were  43  members  and  guests  present. 

Respectfully  submitted, 

Frederick  R.  Carter,  M.  D., 

Secretary. 


Oxford 

The  Annual  Meeting  of  the  Oxford  County  Medi- 
cal Society  was  held  at  Bethel  Inn,  Bethel,  Maine, 
October  30,  1940. 

Norman  M.  Jackson,  M.  D.,  of  Andover,  was 
elected  to  membership. 

B.  L.  Arms,  Farmington,  Supervising  Health 
Officer  for  the  Counties  of  Franklin,  Androscoggin 
and  Oxford,  gave  an  account  of  his  duties. 

The  following  officers  were  elected  for  the  en- 
suing year: 

President:  Joseph  A.  Villa,  M.  D.,  South  Paris. 
Vice-President:  Albert  P.  Royal,  M.  D.,  Rumford. 

Secretary-Treasurer:  J.  S.  Sturtevant,  M.  D., 

Dixfield. 

Delegates  to  the  1941  annual  meeting  of  the 
Maine  Medical  Association:  H.  M.  Howard,  M.  D., 
Rumford:  R.  E.  Hubbard,  M.  D„  Waterford. 

Alternates:  J.  L.  Bean.  M.  D„  Norway;  D.  E. 

Elsemore,  M.  D.,  Dixfield. 

Auxiliary  Committee  on  Legislation,  D.  M.  Stew- 
art, M.  D.,  South  Paris. 

Councilors:  D.  M.  Stewart,  M.  D.,  L.  M.  Corliss, 
M.  D.,  and  R.  R.  Tibbetts,  M.  D. 

After  a fine  banquet,  Everett  D.  Kiefer,  M.  D., 
of  the  Lahey  Clinic,  gave  a most  excellent  lecture, 
with  slides,  on  Management  of  Peptic  Ulcers. 

Thirty-three  members  and  guests  were  present 
at  the  banquet.  Among  the  out  of  county  guests 
present  were  Frederick  R.  Carter,  M.  D.,  Secretary 
and  Treasurer  of  the  Maine  Medical  Association; 
Burton  W.  Trask,  M.  D.,  and  Israel  Newman,  M. 
D.,  of  Augusta;  and  Dr.  and  Mrs.  Charles  W. 
Steele,  of  Lewiston. 

J.  S.  Sturtevant,  M.  D., 

Secretary. 
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Penobscot 

The  Annual  Meeting  of  the  Penobscot  County 
Medical  Association  was  held  at  the  Bangor  House, 
Tuesday,  November  19,  1940,  following  a dinner  at 
6.30  P.  M. 

The  following  officers  were  elected  for  1940-1941: 

President:  E.  P.  Goodrich,  M.  D.,  Winterport. 

Vice-President:  Earl  S.  Merrill,  M.  D.,  Bangor. 

Secretary-Treasurer:  Forrest  B.  Ames,  M.  D., 

Bangor. 

Board  of  Censors:  A.  C.  Adams,  M.  D.,  Orono; 
L.  M.  Cutler,  M.  D.,  Bangor;  P.  S.  Skinner,  M.  D., 
Bangor. 

Delegates  to  the  Maine  Medical  Association  An- 
nual Meeting:  F.  B.  Ames,  M.  D.,  Bangor;  H.  C. 
Knowlton,  M.  D.,  Bangor;  L.  J.  Wright,  M.  D.,  Ban- 
gor; E.  T.  Young,  M.  D.,  Millinocket. 

Alternates:  C.  H.  Burgess,  M.  D.,  Bangor;  H.  D. 
McKay,  M.  D.,  Old  Town;  A.  C.  Strout,  M.  D.,  Dex- 
ter; M.  C.  Madden,  M.  D.,  Old  Town. 

A most  interesting  and  instructive  paper  on 
Common  Blood  Diseases  was  presented  by  William 
Dameshek,  M.  D.,  Assistant  Professor  of  Medicine, 
Tufts  Medical  School,  Boston,  Massachusetts. 

There  was  an  attendance  of  63. 

Forrest  B.  Ames,  M.  D.,, 

Secretary. 


New  Members 

Kennebec 

Napoleon  J.  Gingras,  M.  D.,  Augusta,  Maine. 
Merrill  E.  Joss,  M.  D„  Richmond,  Maine.  (By 
transfer  from  the  Sagadahoc  County  Medical  So- 
ciety.) 

Oxford 

Norman  M.  Jackson , M.  D.,  Andover,  Maine. 


Cumberland 

G.  E.  C.  Logan,  M.  D.,  131  State  Street,  Portland, 
Maine.  (By  transfer  from  the  Oxford  County 
Medical  Society.) 

George  C.  Poore,  M.  D.,  192  State  Street,  Port- 
land, Maine.  (By  transfer  from  the  Philadelphia 
County  Medical  Society.) 


Coming  Meetings 

Kennebec 

Kennebec  County  Medical  Association,  Frederick 
R.  Carter,  M.  D.,  Augusta,  Maine,  Secre- 
tary. 

Thursday,  December  19th,  at  the  Augusta  State 
Hospital,  Augusta,  Maine. 

Speaker:  A.  Warren  Stearns,  M.  D.,  of  Boston. 

Knox 

Knox  County  Medical  Society,  A.  J.  Fuller,  M.  D., 

Pemaquid,  Maine,  Secretary. 

Tuesday,  December  10th. 

Speaker:  Henry  C.  Marble,  M.  D.,  of  Boston. 
Subject:  Hand  Injuries. 


Members  Ordered  to  Active 
Duty 

Army  Reserve  Officers:  The  following  medical 
reserve  officers  have  been  ordered  to  extended  ac- 
tive duty  with  the  regular  army  by  headquarters 
of  the  First  Corps  Area: 

Clough,  Herbert  T.,  Jr..  1st  Lieut.,  Bangor 
Heifetz,  Ralph,  1st  Lieut.,  Portland 
McWethy,  Wilson  H.,  1st  Lieut.,  Augusta 
Naval  Reserve  Officer  called  to  active  duty: 
Daniels,  Donald  H.,  Lieut.,  M.  C.  O.,  Portland 


Medical  Personnel  to  Selective  Service  Boards 

Medical  Advisor  to  Staff:  John  G.  Towne,  Lt.  Col.,  Medical  Corps,  Waterville,  Maine. 


Appeal  Boards 

Board  of  Appeal  No.  1 

Harrison  L.  Robinson,  M.  D.,  140  Hammond 
Street,  Bangor. 

Board  of  Appeal  No.  2 

R.  L.  McKay,  M.  D.,  57  Eastern  Avenue,  Au- 
gusta. 

Board  of  Appeal  No.  3 

Philip  P.  Thompson,  M.  D.,  704  Congress  Street, 
Portland. 


Medical  Advisory  Boards 

BOARD  NO.  1 

Internists:  Albert  W.  Fellows,  M.  D.,  45  Ohio 

Street,  Bangor;  L.  H.  Smith,  M.  D„  Winter- 
port;  Henry  C.  Knowlton,  M.  D.,  47  Broadway, 
Bangor. 


General  Surgeon:  John  B.  Thompson,  M.  D.,  25 

Hammond  Street,  Bangor. 

Orthopedic  Surgeon:  Allan  Woodcock,  M.  D.,  35 

Second  Street,  Bangor. 

Ophthalmologists:  Manning  C.  Moulton,  M.  D., 

150  State  Street,  Bangor;  R.  M.  McQuoid,  M. 
D.,  39  Columbia  Street,  Bangor. 

Otorhinolarynogologist:  Harry  Butler,  M.  D.,  228 

State  Street,  Bangor. 

Neuropsychiatrist:  Carl  J.  Hedin,  M.  D.,  Bangor 

State  Hospital,  Bangor. 

Clinical  Pathologist:  Herbert  E.  Thompson,  M.  D., 
Eastern  Maine  General  Hospital,  Bangor. 

Radiographer:  F.  B.  Ames,  M.  D.,  489  State  Street, 
Bangor. 

Dentist:  Maurice  P.  King,  D.  D.  S.,  31  Central 

Street,  Bangor. 
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BOARD  NO.  2 

Internists:  T.  J.  Burrage,  M.  D.,  142  High  Street, 

Portland;  E.  H.  Drake,  M.  D.,  58  Deering 
Street,  Portland;  F.  J.  Welch,  M.  D.,  44  Deer- 
ing Street,  Portland. 

General  Surgeon:  C.  M.  Robinson,  M.  D.,  31  Deer 

ing  Street,  Portland. 

Orthopedic  Surgeon:  H.  A.  Pingree,  M.  D.,  131 

State  Street,  Portland. 

Ophthalmologists:  A.  W.  Haskell,  M.  D.,  142  High 

Street,  Portland;  E.  E.  Holt,  Jr.,  M.  D.,  723 
Congress  Street,  Portland. 

Otorhinolarynogologist:  J.  H.  J.  Lappin,  M.  D„ 

171  State  Street,  Portland. 

Neuropsychiatrist:  H.  E.  Macdonald,  Jr.,  M.  D., 

21  Deering  Street,  Portland. 

Clinical  Pathologist:  Mortimer  Warren,  M.  D.,  22 

Arsenal  Street,  Portland. 

Radiographer:  Jack  Spencer,  M.  D.,  22  Arsenal 

Street,  Portland. 

Dentist:  F.  P.  Higgins,  D.  D.  S.,  60  Deering  Street, 
Portland. 


Examining  Physicians 
Local  Boards 

Androscoggin  County 

Local  Board  No.  1 

Eustache  N.  Giguere,  M.  D.,  98  Webster 
Street,  Lewiston. 

Local  Board  No.  2 

W.  L.  Haskell,  M.  D.,  Ill  Pine  Street, 
Lewiston. 

Local  Board  No.  3 

Harold  W.  Garcelon,  M.  D.,  2 Goff  Street, 
Auburn. 

Aroostook  County 

Local  Board  No.  1 

F.  H.  Jackson,  M.  D.,  Houlton. 

Local  Board  No.  2 

Frederick  L.  Gregory,  M.  D.,  Caribou. 

Local  Board  No.  3 

Richard  L.  Savage,  M.  D.,  Fort  Kent. 

Cumberland  County 

Local  Board  No.  1 

Harold  V.  Bickmore,  M.  D.,  42  Atlantic 
Street,  Portland. 

Local  Board  No.  2 

Theodore  C.  Bramhall,  M.  D.,  704  Congress 
Street,  Portland. 

Local  Board  No.  3 

Franklin  A.  Ferguson,  M.  D.,  9 Deering 
Street,  Portland. 

Local  Board  No.  4 

Waldo  T.  Skillin,  M.  D.,  448  Broadway, 
South  Portland. 

Local  Board  No.  5 

Earl  Richardson,  M.  D.,  Brunswick. 

Franklin  County 

Local  Board 

George  L.  Pratt,  M.  D.,  Farmington. 


Hancock  County 

Local  Board 

Raymond  W.  Clarke,  M.  D.,  Ellsworth. 

Kennebec  County 

Local  Board  No.  1 

Norman  B.  Murphy,  M.  D.,  19  South  Chest- 
nut Street,  Augusta. 

Local  Board  No.  2 

L.  D.  Herring,  M.  D.,  Winthrop. 

Local  Board  No.  3 

Theodore  E.  Hardy,  M.  D.,  57  Pleasant 
Street,  Waterville. 

Knox  County 

Local  Board 

H.  W.  Frohock,  M.  D.,  10  Summer  Street, 
Rockland. 

Lincoln  County 

Local  Board 

D.  F.  S.  Day,  M.  D.,  Wiscasset. 

Oxford  County 

Local  Board  No.  1 

D.  M.  Stewart,  M.  D.,  South  Paris. 

Local  Board  No.  2 

Eugene  M.  McCarty,  M.  D.,  84  Main  Ave- 
nue, Rumford. 

Penobscot  County 

Local  Board  No.  1 

H.  C.  Scribner,  M.  D.,  259  Union  Street, 
Bangor. 

Local  Board  No.  2 

H.  Edward  Whalen,  M.  D.,  Dexter. 

Local  Board  No.  3 

Hugh  G.  McKay,  M.  D.,  Old  Town 

Piscataquis  County 

Local  Board 

W.  B.  S.  Thomas,  M.  D.,  Dover-Foxcroft. 

Sagadahoc  County 

Local  Board 

Joseph  I.  Smith,  M.  D.,  73%  Front  Street, 
Bath. 

Somerset  County 

Local  Board 

W.  S.  Stinchfield,  M.  D.,  Skowhegan. 

Waldo  County 

Local  Board 

Foster  C.  Small,  M.  D.,  169  High  Street, 
Belfast. 

Washington  County 

Local  Board 

John  F.  Hanson,  M.  D.,  Machias. 

York  County 

Local  Board  No.  1 

D.  E.  Dolloff,  M.  D.,  13  Crescent  Street. 
Biddeford. 

Local  Board  No.  2 

J.  H.  Macdonald,  M.  D.,  Kennebunk. 

Local  Board  No.  3 

Stephen  A.  Cobb,  Jr.,  M.  D.,  Sanford. 
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Correspondence 


BOARD  OF  FOREIGN  MISSIONS  OF  THE  METH- 
ODIST EPISCOPAL  CHURCH,  150  FIFTH 
AVENUE,  NEW  YORK,  N.  Y. 

October  22,  1940. 

The  Editor 

The  Maine  Medical  Journal 
Portland,  Maine 

Dear  Editor: 

I am  sure  all  your  readers  will  be  interested  in 
the  experiences  of  S.  H.  Liljestrand,  M.  D.,  mis- 
sionary of  the  Methodist  Church  in  Chengtu,  West 
China,  along  the  Burma  Road,  and  perhaps  one  or 
more  readers  may  be  interested  in  giving  aid  to 
his  Hospital.  Dr.  Liljestrand  (M.  D.,  Syracuse, 
1915)  is  a native  of  Jordan,  N.  Y.,  and  has  been 
in  China  since  1916. 

The  Women’s  Hospital,  connected  with  West 
China  University,  Chengtu,  was  completely  des- 
troyed in  a fire  which  followed  a Japanese  air-raid 
in  August. 

“The  fire  which  destroyed  the  Women’s  Hos- 
pital destroyed  all  of  my  cystoscopic  and  electro- 
therapeutic  apparatus  and  the  accessories  of  a 
general  gynecological  clinic,”  writes  Dr.  Liljes- 
trand. “Fortunately  I had  loaned  a cystoscope  to 
the  Men’s  Hospital  a block  away.  Also,  the  radium 
was  saved,  being  in  a patient  that  night.  The  pa- 
tient was  ambulatory.  She  went  to  a Chinese 
hotel  because  of  the  fire.  In  the  morning,  her 
honorable  husband  informed  us  of  her  whereabouts 
and  the  radium  was  recovered!  I still  have  only 
fifty  milligrams — but  that  is  a mighty  help. 

“I  lost  a diathermy  machine;  an  ultra-violet 
lamp,  large  size;  three  adult-size  cystoscopes.  one 
infant’s  and  one  children’s  cystoscope  galvanic 
electrical  apparatus. 

“The  fire  also  destroyed  our  medical  periodicals 
— including  those  on  urology,  surgery,  gynecology, 
and  obstetrics. 

“I  would  be  very  glad  if  we  could  get  second- 
hand apparatus,  and  used  copies  of  medical  maga- 
zines. There  continues  to  be  great  demand  for  our 
services  in  this  war-torn  section  of  China.” 

If  any  of  your  readers  are  interested  in  assisting 
Dr.  Liljestrand  with  used  but  good  conditioned 
material,  will  they  please  communicate  with  the 
Medical  Department,  Board  of  Foreign  Missions, 
Methodist  Church,  150  Fifth  Avenue,  New  York 
City. 

I trust  you  will  be  able  to  call  this  matter  to 
your  readers’  attention.  It  will  be  greatly  appre- 
ciated. 

Sincerely  yours, 

(Signed)  William  W.  Reid. 


Neurological  Unit, 
Boston  City  Hospital, 
Boston,  Mass. 

11/25/40 

The  Journal  of  the  Maine  Med.  Assn. 

To  the  Editor : 

We  are  compiling  a family  tree  of  the  Lovering 
family  that  originally  sprang,  many  years  ago, 
from  David  Lovering  of  Greenwood,  Maine.  He 
carried  the  hereditary  Charcot-Marie-Tooth  type 
of  progressive  muscular  atrophy,  involving  the 
hands  and  feet.  His  descendants  have  also  gone 
under  the  names  of  Woodis,  Stone,  Rowe,  Francis, 
and  Wardwell. 

Any  physician  who  has  had  cases  of  this  disease, 
especially  in  patients  of  the  above  names,  is  kindly 
requested  to  get  in  touch  with  us. 

A.  C.  England,  Jr.,  M.  D. 

E.  Roseman,  M.  D. 


Supplies  for  the  British 

Maine  is  among  the  first  states  from  which 
instruments  for  the  British  have  been  received. 

It  turns  out  that  the  offer  of  the  Railway 
Express  does  not  cover  transportation  of  the 
donations  to  New  York.  Where  they  have 
pickup  service  it  will  take  them  to  any  col- 
lection point  in  the  same  town. 

Further  supplies  should  be  sent  to  the 
Medical  and  Surgical  Committee,  420  Lexing- 
ton Avenue,  New  York  City. 

Local  Committee 
Dr.  S.  Judd  Beach,  Portland, 

Dr.  John  O.  Piper,  Waterville, 

Dr.  Frederick  T.  Hill,  Waterville. 


For  Sale 

William  R.  Tymms,  M.  D.,  formerly  of 
Chebeague  Island,  Maine,  has  moved  to  Port 
Angeles,  Washington,  and  wishes  to  sell  his 
office  equipment  and  instruments.  These  in- 
clude a white  enamel  examining  table,  instru- 
ment case,  sterilizer  and  instruments,  many 
unused,  including  a large  number  of  nose 
and  throat  instruments.  Information  regard- 
ing these  may  be  obtained  by  getting  in 
touch  with  Mrs.  Philip  M.  Hill  at  Chebeague 
Island,  Maine. 


PRESCRIBE  OR  DISPENSE  ZEMMER 

Pharmaceuticals,  Tablets,  Lozenges,  Ampules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory  controlled. 
Write  for  general  price  list. 

THE  ZEMMER  COMPANY 

Chemists  to  the  Medical  Profession  Oakland  Station  Pittsburgh,  Penna. 
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Notice 


Association  of  Medical  Students, 

New  England  Region 

The  Fifth  Annual  Convention  of  the  Association 
of  Medical  Students  will  be  held  in  Boston  at  the 
Hotel  Somerset,  December  27,  28,  and  29.  The 
theme  of  the  Convention,  “Health  For  Americans,” 
follows: 

“Health  is  that  state  of  physical  well-being 
which  provides  the  greatest  efficiency  for  human 
endeavor.  Organized  American  medicine  has  only 
recently  recognized  its  role  in  the  realization  of 
this  broader  view  of  health. 

“In  providing  for  the  better  distribution  of 
medical  care,  various  agencies — organized  medi- 
cine, hospitals  and  social  agencies,  the  lay  public 
and  the  government — have  begun  to  act  together. 
The  full  cooperation  of  all  of  these  is  essential  for 
a satisfactory  solution  of  the  problem.  Now,  more 
than  ever  before,  it  is  the  responsibility  of  these 
groups,  under  the  guidance  of  the  medical  profes- 
sion, to  maintain  and  extend  health  services  to  the 
nation.  Even  in  the  light  of  present  conditions  it 
must  be  remembered  that  the  best  program  for  the 
security  of  any  nation  is  one  that  assures  a 
healthy,  well-fed,  well-housed,  well-clothed  demo- 


cratic people.  Consequently,  it  is  essential  that 
public  health  expenditures  not  be  curtailed  as  they 
are  at  present,  but  actually  extended.  It  is  a con- 
sideration of  these  general  problems,  and  particu- 
larly of  the  leading  role  of  the  medical  profession 
which  is  the  theme  of  the  A.  M.  S.  Convention  in 
1940.” 

Dr.  Henry  Sigerist  of  Johns  Hopkins  School  of 
Medicine,  Miss  Lucille  McGorky,  C.  I.  0.  Health 
Committee,  Mr.  Kingsley  Roberts  of  the  Coopera- 
tive Medical  Group  in  New  York,  as  well  as  other 
prominent  speakers  in  the  field  of  public  health, 
will  discuss  this  theme.  In  addition,  medical  clinic 
presentations  will  be  given  by  men  prominent  in 
American  medicine.  These  include  Dr.  William 
Castle  and  his  associates  at  the  Thorndike  Memo- 
rial Laboratories,  Dr.  Chester  Keefer  from  the 
Evans  Memorial  Laboratories,  Dr.  S.  J.  Thann- 
hauser  of  the  Pratt  Diagnostic  Clinic,  Dr.  Eugene 
O’Neil  of  the  Boston  City  Hospital,  Dr.  L.  E. 
Phaneuf  of  the  Pratt  Diagnostic  Clinic,  and  Dr. 
Soma  Weiss  of  the  Peter  Bent  Brigham  Hospital. 

Herbert  Mescon, 

Chairman , Publicity  Committee. 

126  West  Concord  Street, 
Boston,  Massachusetts. 


Complete  information  mailed  on  request 

★ JOHN  WYETH  & BROTHER,  INCORPORATED  ★ 

PHILADELPHIA,  PA. 


Silver  Picrate  is  a definite  crystalline 
compound  of  silver  and  picric  acid. 
Available  in  the  form  of  crystals  and 
soluble  trituration  for  the  preparation 
of  solutions;  suppositories;  water-sol- 
uble jelly;  and  powder  for  insufflation. 
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“ A Textbook  of  Medicine ” 

By:  American  Authors. 

Edited  by : Russell  L.  Cecil,  A.  B.,  M.  D.,  Sc.  D., 
Professor  of  Clinical  Medicine,  Cornell  Uni- 
versity Medical  College;  Associate  Attend- 
ing Physician,  New  York  and  Bellevue  Hos- 
pitals, New  York  City;  Associate  Editor  for 
Diseases  of  the  Nervous  System; 

and  Foster  Kennedy,  M.  D.,  F.  R.  S.  E.,  Professor 
of  Clinical  Neurology,  Cornell  University 
Medical  College;  Attending  Physician,  New 
York  Hospital;  Visiting  Physician  in  Charge, 
Neurological  Service,  Bellevue  Hospital; 
Consulting  Physician,  New  York  Neuro- 
logical Institute. 

Fifth  Edition,  revised  and  entirely  reset.  Illus- 
trated. 

Published  by  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1940.  Price,  $9.50. 

For  the  fifth  time  in  thirteen  years  a large 
number  of  reputable  American  physicians,  most 
of  whom  are  teachers  of  medical  specialties  in 
university  medical  colleges,  have  cooperated  to 
maintain  the  high  quality  of  Cdcil’s  Textbook  of 
Medicine.  One  hundred  and  forty-four  experts 
brought  this  excellent  work  up-to-date  by  careful 
and  really  worthwhile  revisions.  The  original 
plan  to  provide  medical  students  and  practitioners 
with  truly  authoritative  and  up-to-date  information 
on  every  medical  subject  has  been  strictly  adhered 
to  and  successfully  accomplished.  One  hundred 
thirty-one  new  illustrations  have  been  added,  thus 
further  improving  the  teaching  value  of  this 
popular  work. 

While  giving  freely  information  and  advice  con- 
cerning all  available  means  and  methods  to  treat 
disease  as  it  afflicts  mankind  and  to  restore  health 
and  well-being,  the  reader  is  reminded  that,  in 
treating  patients  suffering  from  chronic  ailments 
and  terminal  diseases  “the  physician  with  kind- 
ness, sympathy,  courage,  and  resourcefuless,  must 
travel  the  road  with  the  patient,  relieving  his 
distress  as  much  as  possible  and  supporting  his 
morale  until  finally  the  journey  ends  before  the 
patient  realizes  that  death  is  at  hand.” 


“ New  and  Non-Official  Remedies , 1940” 

656  pages. 

Published  by  the  American  Medical  Association, 
Chicago,  1940.  Price,  $1.50. 

Each  year  the  American  Medical  Association 
publishes  a revised  list  of  articles  which  stood 
accepted  by  the  Council  on  Pharmacy  and  Chemis- 
try on  January  first.  In  this  book  are  published 
descriptions  of  acceptable  proprietary  substances 
and  their  preparations,  proprietary  mixtures  if 
they  possess  important  qualities  and  originality. 
This  is  a condensed  but  practicable  text  of  phar- 
macology and  therapeutics.  Twice  a year  a sup- 
plement which  brings  this  text  up-to-date  is  pub- 
lished. Every  product  included  must  satisfy  the 
official  rules  of  the  Council. 

In  addition  to  the  many  revisions  in  the  text 
there  are  further  revisions  on  data  pertaining  to 
action,  uses,  dosage,  composition,  purity,  identity, 
strength  and  physical  properties  on  many  of  the 
substances  listed. 


“Medical  Nursing” 

By:  Edgar  Hull,  M.  D.,  F.  A.  C.  P.;  Clinical  Pro- 
fessor of  Medicine,  Louisiana  State  Univer- 
sity School  of  Medicine;  Christine  Wright, 
R.  N.,  B.  S.,  Graduate  of  Davis-Fischer  Sana- 
torium, Atlanta,  Georgia;  Instructor  of 
Nursing  Arts,  Charity  Hospital  School  of 
Nursing,  New  Orleans,  Louisiana,  1928-1939; 
Ann  B.  Eyl,  B.  S.;  Assistant  Dietitian,  Cook 
County  School  of  Nursing,  Chicago,  111. 

168  Illustrations. 

Published  by  the  F.  A.  Davis  Company,  Phila- 
delphia, 1940.  Price,  $3.50. 

According  to  the  preface  this  book’s  aim  is  to  im- 
part to  the  student  nurse  an  understanding  of  the 
principles  of  general  medicine,  to  furnish  her  with 
brief  yet  accurate  descriptions  of  the  important 
diseases  which  fall  within  the  realm  of  internal 
medicine,  and  to  indicate  the  medical  treatment, 
nursing  care,  and  dietary  management  of  these 
diseases.  The  three  authors  have  made  their  con- 
tributions more  or  less  independently,  so  that  the 
student  may  see  each  disease  from  three  different 
viewpoints:  From  that  of  the  doctor,  who  directs 
the  treatment;  of  the  nurse,  who  administers  it; 
and  of  the  dietitian,  who  plans  and  prepares  the 
diet.  The  book  is  divided  into  fourteen  units,  each 
dealing  with  different  groups  of  disease  conditions. 


“Diseases  of  the  Digestive  System  — A 
Textbook  for  Students  and 
Practitioners” 

By:  Eugene  Rosenthal,  M.  D.;  Lecturer  in  the 
Medical  Faculty,  Royal  Peter  Pazmany  Uni- 
versity, Budapest,  Hungary;  with  a preface 
by  R.  J.  Y.  Pulvertaft,  M.  D.,  F.  R.  C.  P.; 
Reader  in  Pathology,  University  of  London; 
Director  of  the  John  Burford  Carlill  Labora- 
tories and  Curator  of  Museum,  Westminster 
Hospital  School  of  Medicine. 

AVith  234  Illustrations,  including  104  in  colour, 
and  16  tables. 

Published  by  The  C.  Y.  Mosby  Company,  St.  Louis, 
1940.  Price,  $8.50. 

Natural  teachers  of  the  practice  of  medicine  are 
rare.  Most  of  the  teaching  is  done  by  specialists. 
Here  is  a textbook  written  by  a man  designated  as 
a natural  teacher  who  came  to  America  from  Eu- 
rope. He  is  dogmatic  in  his  teaching  method.  He 
draws  freely  from  his  own  experience.  He  courage- 
ously simplifies  complicated  arguments.  He  stress- 
es the  most  essential  information  by  rendering  it 
more  readily  memorable  by  putting  it  into  attrac- 
tive diagrams.  He  successfully  impresses  the  stu- 
dent’s mind  with  the  real  events  of  human  life 
in  health  and  in  disease.  This  will  be  of  special 
interest  for  students  with  strong  visual  memories. 
As  the  title  states,  this  book  deals  especially  with 
that  branch  of  internal  medicine  which  embraces 
the  pathology,  diagnosis  and  treatment  of  the 
digestive  organs;  however,  it  is  not  written  for 
the  specialist  but  for  the  general  practitioner.  The 
method  of  teaching  as  exemplified  in  this  book  is 
rather  new  in  this  country  and  it  will  be  of  great 
interest  to  learn  how  well  it  will  be  received  by  the 
American  student  of  medicine.  Its  prospects  are 
good.  If  successful  this  method  of  teaching  could 
easily  be  extended  to  other  fields  of  education. 
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